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HE first paper on the subject of thyroid 

lesions appeared in SURGERY, GYNECOL- 

oGY AND OpstTeEtTRIcs for August, 1905. 

In that contribution, cysts of the thyroid 

gland were discussed. In this, the second, 

contribution the adenoma of the thyroid gland 
will be considered. 

From the opening of the Johns Hopkins 
Hospital in June, 1889, up to the present time, 
December, 1905, we have material in the sur- 
gical laboratory of 25 cases which may be 
considered adenoma. (The material of 3 of 
these cases was sent to me by Dr. Pratt of 
Boston.) During the same time we have ob- 
served 27 cases of cysts of the thyroid, 40 cases 
of simple goiter, 37 cases of exophthalmic 
goiter, g instances of carcinoma of the thyroid, 
and 1 case of sarcoma. We have also observed 
6 cases of sinuses or cysts of the thyroglossus 
duct, 2 of acute thyroiditis, and 1 of chronic 
thyroiditis,— a total number, therefore, of 148 
lesions of the thyroid, among about 18,500 
surgical patients. 

In my previous paper I classified thyroid 
lesions into hypertrophy, to which simple and 
exophthalmic goiter belong; tumors, which 
may be roughly divided into cysts, adenoma, 
carcinoma, and sarcoma; and inflammations 
of the thyroid gland. The latter, from a surgi- 
cal standpoint, are rare. 

From the standpoint of practical surgery 
it is most important to be keen in the early 
recognition of the asymmetrical enlargements 
of the thyroid —the tumors — because, in 
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the experience of this clinic, with nine cases of 
carcinoma and one of sarcoma, there has been 
but one cured case. In this instance the tumor 
involving the isthmus was clinically benign; 
that is, it could not be differentiated from an 
adenoma or a cyst. It was possible at opera- 
tion to remove completely the disease, and this 
patient has remained well up to the present 
time, six and a half years since operation. The 
patient was a white female, aged fifty, and the 
small tumor had been observed one year. In 
the remaining nine cases of malignant disease 
of the thyroid, the tumors, when the patients 
presented themselves in the surgical clinic, 
were clinically malignant and inoperable. 

“For this reason, every asymmetrical en- 
largement of the thyroid gland in individuals 
over thirty years of age should be subjected to 
immediate operative removal. Only by fol- 
lowing this rule will surgeons eradicate malig- 
nant tumors before they have given inoperable 
metasases.”” (First paper, on Cysts of the 
Thyroid Gland, page 117.) 

This knowledge of thyroid tumors should 
be widely circulated among the profession and 
the public. The clinical histories of the cases 
observed demonstrate that both the individual 
and the physician have not regarded small, 
asymmetrical tumors of the thyroid gland in a 
proper light, but have delayed in referring them 
for surgical treatment. It is quite true that 
malignant tumors of the thyroid gland are 
comparatively rare; in the experience of this 
clinic, ten malignant tumors to fifty-two benign, 
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On the other hand, as compared with the 
breast, they are much more malignant. When 
the tumor infiltrates beyond the capsule of 
the thyroid, in our experience, and as far as 
I have been able to ascertain from the lit- 
erature, no cure have followed total extirpation. 
Metastases, when they take place, extend 
beyond the operable field in the neck, to the 
mediastinum and other organs of the body. 

The object, therefore, of a careful and some- 
what detailed clinical and pathological study 
of thyroid cysts and adenoma is to instruct 
ourselves in the recognition of the nature of 
the tumor exposed during the operative inter- 
vention. The benign tumor, the adenoma or 
cyst, will require a less radical extirpation 
than the malignant. As it is quite impossible to 
differentiate clinically the benign tumor from 
the malignant in the stage in which operation 
promises any assurance of a cure in the latter 
lesion, one should train one’s self to differ- 
entiate the two at the exploratory operation. 
In case of doubt, the tumor should be treated 
as a malignant one, because in all the operable 
maliginant tumors there will be sufficient nor- 
mal thyroid left undisturbed to prevent myx- 
cedema. 

There is every evidence of a definite relation 
between adenoma of the thyroid and cysts. 
It cannot be definitely proved that every cyst 
of the thyroid is originally a solid adenoma 
which has become a cyst due to degeneration 
or hemorrhage into the center of the originally 
solid adenoma. My own investigation seems 
to show that the majority of cysts are originally 
solid adenomata. 

The thyroid gland has very little stroma; 
in this respect the adenoma resembles the 
normal gland. When we compare the adenoma 
of the thyroid with similar tumors of the breast, 
we find a great difference. The breast nor- 
mally has a great deal of stroma, and the 
majority of its adenomata also contain con- 
nective tissue in excess, and are called fibro- 
adenoma, of which the intracanalicular myx- 
oma (or myxoadenoma) is anexample. In the 
experince of this surgical labratory and in 
the literature I have been unable to find an 
example of a tumor of the thyroid gland which 
could be called a fibroadenoma. Carrying 
this comparison between the breast and the 
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thyroid further, we find that while in the 
breast malignant epithelial tumors are much 
more common than benign, the reverse is true 
in the thyroid. Histologically, lactation hy- 
pertrophy of the mammary gland is quite 
similar to the hypertrophy found in exoph- 
thalmic goiter. One, however, physio- 
logical; the other must be considered patho- 
logical. Carcinoma in the lactating breast, 
although rare, has been observed, in the ex- 
perience of this clinic, in about one per cent 
of cases (5 among 500 cases). Billroth has 
described a bilateral malignant tumor of the 
lactating breast (lactation carcinosis). I have 
been unable to find a single instance of a 
malignant tumor arising in the thyroid of ex- 
ophthalmic goiter, either during the stage of 
hypertrophy or later on in life, after the hyper- 
trophy has subsided. In this country, and 
especially in the vicinity of Baltimore, the 
lesion of the thyroid gland called simple goiter 
is not common. We have observed but forty 
cases. In this number there is not a single 
instance of a malignant tumor. In our nine 
cases of carcinoma there is a history of goiter 
earlier in life in only one case. Kocher, who 
has probably had the largest experience with 
simple goiter, records instances of malignant 
tumors in simple goiter, and makes the state- 
ment that if a patient has suffered with simple 
goiter for a number of years, a recent rapid 
enlargement should be regarded as indicating 
the possibility of a malignant change, and 
operative removal should be performed at 
once. A number of our cases of simple goiter 
have come to the clinic with this history, but 
so far we have been unable to demonstrate any 
evidence of carcinoma in the tissue extirpated. 
With the exception of simple goiter, I be- 
lieve the experience of the Johns Hopkins 
Hospital surgical clinic represents fairly ac- 
curately the comparative frequency of lesions 
of the thyroid gland. I can find no evidence 
that diseases of the thyroid gland, other than 
simple goiter, are influenced by locality. 
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The Clinical Picture. These tumors pre- 
sent themselves as asymmetrical swellings in 
or near the thyroid gland, usually single; in 
a few instances multiple. The tumor moves 
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with deglutition. These tumors cannot be 
differentiated from cysts; they may even fluc- 
tuate. 

Age. In two instances the tumor was con- 
genital, and in one the age of onset was four 
years. In these three cases the nature of the 
tumor was identical — multiple foetal adenoma 
involving the entire thyroid gland. These 
three cases represent a special variety of the 
adenoma, and have not been observed to arise 
later in life. In the remaining cases the age 
of onset varied from twelve to forty-two years. 
As compared with cysts, we have no examples 
of adenoma after forty-two,' while in cysts 
there were a few between forty-five and sixty- 
five. Among the cystic tumors of the thyroid, 
none were congenital. 

Sex. Among the adenomata we have not 
observed a single instance in the male. Among 
the twenty-seven cysts of the thyroid, two cases 
have been observed in the male. 

Etiology. In the study of simple goiter, 
which is much more common in the female, 
we find a definite relation between the onset 
of the tumor and puberty and pregnancy. 
This is also true in adenoma. Six cases have 
been observed between twelve and twenty 
years. In four of these, the tumor appeared 
shortly after the first menstrual period. In 
three cases the onset of the tumor was coinci- 
dent with pregnancy. The ages of these pa- 
tients were twenty-nine (two cases) and thirty- 
two years. In one instance, that of a woman 
of forty-two, the thyroid tumor appeared a 
few months after marriage without pregnancy. 

The only example of an inflammation of 
the thyroid as a possible etiological factor is 
one in which the tumor appeared after pneu- 
monia. The patient was twenty-three years 
of age. Although we have never observed an 
adenoma to arise after menopause, in one pa- 
tient, aged fifty-two, the tumor had been ob- 
served twenty-nine years. For a number of 
years it was not larger than a walnut; after 
marriage, six years after the onset, she ob- 
served a little growth; rapid growth was coin- 
cident with the menopause; the patient had 
had no children. Similar histories have been 
obtained in cystic tumors. It is rather strange 
that in cysts of the thyroid gland I was unable 
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to obtain any examples of the same definite 
relation to puberty and pregnancy as observed 
in adenoma and simple goiter. In one case 
in which a clinical diagnosis of a cyst was made, 
the tumor appeared after the first menstrual 
period. As this tumor, however, has dis- 
appeared after an observation of five years, 
and there was no operation, the diagnosis 
cannot be confirmed. 

In the remaining cases the women were 
unmarried, and the age of onset of the adenoma 
varied from eighteen to thirty-one years. In 
these cases I can ascertain no definite etio- 
logical factor. 

It is very interesting to note that in only 
four cases was the age of onset after thirty 
years of age. In one of these there is the 
etiological factor of pregnancy (age 32); in 
another, marriage late in life (age 42); in the 
third case (age 41) the patient came from a 
region in North Carolina where goiter is com- 
mon, and two of her sisters have large simple 
goiters (see case 19). In this case the last 
pregnancy took place eight years before the 
appearance of the tumor. This patient is our 


only example of an adenoma in which there 
is a history of simple goiter in other members 


of the family, and of residence in a locality in 
which goiter is common. 

Among nine of our cases of malignant tumor 
of the thyroid in which the disease began in a 
normal thyroid, the age of onset varied from 
thirty-three to fifty-nine; in only two patients 
was the age below forty. In the one case in 
which the carcinoma originated in a simple 
goiter, the age of onset of the benign lesion 
was twenty-six, associated with pregnancy; 
the tumor then practically disappeared at 
the menopause, and the signs of malignant 
growth began at about sixty-four years of age. 

In only four of our cases of adenoma did 
the age of onset suggest the possibility of 
a malignant tumor. In cysts of the thyroid, 
in eleven cases the age of onset of the tumor 
is recorded as after thirty. In these patients 
immediate operation was indicated by this 
fact alone. 

Traumatism has not been recorded as an 
etiological factor in any of these cases of cysts 
or adenoma of the thyroid. 


Duration and Size oj the Tumor. In cysts, 
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the duration of the tumor varied from two 
weeks to fifty-three years. In twelve, fifty 
per cent of the cases, the tumors had been 
present over three years; and in seven of these 
cases, over ten years. In the remaining half, 
the duration of the cyst was less than three 
years; in six of these, less than eighteen months. 
Therefore in at least twelve, or fifty per cent, 
of the cases of cysts the duration of the tumor 
did not allow a clinical exclusion of carcinoma, 
but in many of these cases the age of onset — 
less than thirty — excluded carcinoma. 

In adenoma the duration of the tumor has 
varied from two to twenty-nine years. In 
only two instances is the duration less than 
three years; in eight, the tumors have been 
present over ten years. Therefore in adenoma 
the differential diagnosis from carcinoma has 
been less difficult than in cysts. 

In carcinoma of the thyroid, usually within 
eighteen months after the appearance of the 
tumor, the infiltration beyond the capsule of 
the thyroid gland allows a positive diagnosis 
of a malignant lesion, while in cyst and adeno- 
ma the tumors, although they may reach great 
size, remain encapsulated and movable. 

Cysts of the thyroid, as a rule, reach a larger 
size in a shorter period of time than adenoma, 
but in cysts there is no definite relation be- 
tween the size of the tumor and its duration. 
In some cases the tumor has grown rapidly in 
a relatively short time; in other cases it has 
remained small over a comparatively long 
interval, and then suddenly grows rapidly. 
It is quite possible that in this latter group 
the latent small tumor was a solid adenoma 
and that the sudden rapid growth was due to 
the formation of the cyst. In adenoma there 
is a pretty definite relation between the size 
of the tumor and its duration. There is prac- 
tically but one exception to the rule. In 
this instance (case 4) the tumor of the left lobe 
was 13x9x8cm., the largest we have ob- 
served, and had been present but four years; 
the patient was thirty-two years of age at onset, 
and the growth of the tumor was coincident 
with the sixth pregnancy, and increased rapidly 
with the seventh. In this instance, undoubt- 
edly, pregnancy explains the unusually rapid 
growth. 

In the other cases there is a fairly definite 
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relation between the duration of the tumor 
and its size. In four cases in which the tumor 
had been present two to three years, the diam- 
eter of the encapsulated adenoma increased 
from 1 to 3 cm. In the tumor of longest 
duration (29 years) the diameters were II x 10 
x 6 cm. 

In the majority of cases the growth of the 
adenoma has been gradual, but in a few in- 
stances similar to the history observed in cysts 
it has remained stationary for a number of 
years, and then grown rapidly. In these few 
cases, pregnancy was an etiological factor in 
one, menopause in another. 

Position of the Tumor. In adenoma, in 
only three instances have we been able to dem- 
onstrate that the tumor was outside of the 
thyroid gland. In case 10, a colloid adenoma, 
the tumor was situated above the upper pole 
of the right lobe; in cases 13 and 17 the tu- 
mors were situated above the suprasternal 
notch, in the region of the isthmus; in only 
four cases was the right lobe of the thyroid 
gland the seat of the tumor, while in ten cases 
the adenoma involved the left lobe. In only 
one instance (case 16) was the adenoma sit- 
uated within the isthmus. There are four 
examples of multiple adenoma involving the 
entire thyroid gland (cases 1, 2, and 3, foetal 
adenoma, and case 22, a mixed colloid and 
foetal adenoma). It is interesting to note that 
only in this group have secondary operations 
been necessary. Up to this time, among the 
cases in which a single adenoma had been 
present and removed, there have been no re- 
currences in the thyroid tissue not removed 
at operation. 

Of the fourteen cases in which the tumor 
was situated in one of the lobes, it involved 
the entire lobe in all but four cases. In case 
24, the mixed adenoma was an encapsulated 
tumor one centimeter in diameter; it was 
situated near the outer periphery of the middle 
of the right lobe. In case 12 the encapsulated 
colloid adenoma, two centimeters in diameter, 
was easily enucleated from the center of the 
body of the right lobe. These two cases are 
the only examples in which the tumor only, 
in either lobe, has been removed; in the other 
cases the entire lobe has been enucleated in a 
similar manner to the thyroidectomy in simple 
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and exophthalmic goiter. In case 15 the tu- 
mor in the left lobe was about 3 x 3 cm. in 
diameter; it was encapsulated, and there was 
a narrow zone of compressed thyroid tissue 
to the upper and outer side of the tumor. In 
case 19 (see Fig. 46) the encapsulated tumor 
measures 5 x 5 cm. To the capsule of this 
tumor, when received in the laboratory, there 
were attached some pieces of compressed 
thyroid tissue, and in the operative note by 
Dr. Halsted it is stated that the tumor ex- 
tended to the isthmus, and that on its pos- 
terior and outer surface there was a narrow 
zone of thyroid tissue which could be dissected 
easily from the capsule of the tumor; this 
tissue was left undsturbed. That is the 
relation of this solid adenoma of the left lobe 
was similar to the cyst of the left lobe in case 
V. (See first paper, on Cysts of the Thyroid 
Gland.) In the remaining cases, at operation 
the entire lobe was removed, and in the patho- 
logical study the tumor was found to have 
involved the entire lobe; in three instances 
the tumor had infiltrated into the isthmus, 
which was also removed. (Fig. 19.) In all of 
these cases a microscopic study of the capsule 
of the tumor shows remains of thyroid tissue 
under pressure with the histological picture 
of chronic thyroiditis. (Fig. 31.) 

The pathological study therefore, of both 
adenoma and cysts of the thyroid situated 
within one of its lobes demonstrates that as 
the tumor enlarges, the surrounding thyroid 
tissue undergoes pressure atrophy until finally 
it practically disappears; but in nearly every 
instance there is evidence of thyroid tissue in 
the capsule of the cyst and adenoma. 

As to the situation of the tumor, more cysts 
have been found outside the thyroid gland than 
adenomata, and cysts are relatively more fre- 
quent in the isthmus and in the right lobe. It 
is quite possible that a study of a larger group 
of cases might demonstrate that these statistics 
are not conclusive. Kiister (Die Chirurgischen 
Krankheiten der Niere, Deutsche Chir., June, 
1902, Lief. 52 B), in his study of nearly 800 
kidney tumors, found that his deductions from 
this larger material differed in many instances 
from those based upon a smaller group of 
cases. 

Apparently, we have had a sufficient number 


of cases in the surgical clinic to demonstrate 
that adenoma and cysts arise more frequently 
within the thyroid gland than in aberrant 
thyroid tissue outside the gland. 

Symptoms of Adenoma Other than Tumor. 
In nine of the twenty-two cases observed in 
the hospital there were no symptoms except 
the tumor in the thyroid. In five of these 
cases in which the larger tumor was not greater 
than 3 cm. in diameter, it is not difficult to 
explain the absence of pressure symptoms. 
In the remaining four cases, although there 
were no symptoms except the tumor, the size 
and position of the thyroid growth corresponds 
to other cases in which there were pressure 
symptoms; for example, cases 19 and 20 are 
of equal size (5 cm.), involved the left lobe; in 
case 20 there were no symptoms but the tumor 
which had been present four years; while in 
case 19 there has been a change in the voice 
and cough for four weeks; the tumor had been 
growing six years. In case 19, in which there 
were pressure symptoms, there was no in- 
flammatory tissue outside the capsule of the 
tumor, while in case 20, in which there were 
no pressure symptoms, there was an extension 
of the left lobe below the tumor into the 
mediastinum. 

Cases 7, 14, and 17 are among the largest 
tumors. Case 7 involved the isthmus and the 
left lobe, case 14 the left lobe, and case 17 was 
a large tumor in the region of the isthmus. 
The only explanation for the absence of pres- 
sure symptoms in these three large tumors is 
the slow growth and long duration of the thy- 
roid enlargements which had been present 
from seven to fifteen years. 

In seven cases there were pressure symp- 
toms. With the exception of case 19, already 
discussed, in which the tumor was 5 x 5 cm., 
these symptoms could be explained by the size 
of the new growth, and in the majority of 
cases by a recent rapid growth. The evidence 
of this recent rapid growth is best illustrated 
in case 6, in which at the operation, fresh 
inflammatory tissue was encountered during 
the enucleation of the left lobe and isthmus. 

Nervous Symptoms. In ten cases some 
general symptoms have been recorded. In 
cases I, 2, and 3, in which the tumors were 
multiple foetal adenomata involving the entire 
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Fig. 1. 


Photograph alcohol specimen. 
x, foetal adenoma; y, colloid adenoma; :, 
tissue. 


Simple goiter. 
young thyroid 


thyroid, the young patients had been anemic, 
poorly developed, nervous, and had suffered 
from menstrual disorders. The clinical pic- 
ture is fully discussed under case 1. 

In only one instance has exophthalmos been 
observed. (Case 24.) In addition, the pa- 
tient had slight palpitation, headaches, but no 
tremor. Pathologically, the entire right side 
of the neck was filled with multiple thyroid 
tumors. This patient, more than any other, 
exhibited general symptoms somewhat similar 
to exophthalmic goiter. (This case will be 
fully discussed in the next paper.) 

In case 22, in which the entire thyroid was 
enlarged with mixed foetaland colloid adenoma, 
the patient suffered at her menstrual periods 
with slight palpitation, flushing, and nervous- 
ness. She was relieved of these symptoms 
after an excision of the right lobe and isthmus. 
The patient returned two and a half years 
later, because the remaining left lobe had en- 
larged; coincident with this the patient became 
nervous again; this lobe was partly removed. 
It is now three vears since the second operation, 
and her physician writes that she is perfectly 
well. It is therefore fair to assume, in this in- 
stance, that the thyroid enlargement had some 
etiological relation to the general symptoms. 

In case 6 the patient was very nervous and 
hysterical. Dr. Thayer noted tremor at one 
examination. After operation the pulse-rate 
was very much higher than in any other case 
in the group under consideration. It is now 
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two years since the operation, and the patient, 
a physician, writes that she is perfectly well. 
The thyroid enlargement shows no positive 
histological evidence of exophthalmic hyper- 
trophy. 

It is interesting to note that the histology of 
case 5 is identical with that in case 6, but the 
patient exhibited no general symptoms. 

In cases 10, 12, 13 and 15, the patient exhib- 
ited general nervous symptoms only. Case to, 
three years after operation, was no better (see 
history). Case 12 is perfectly well. In case 
13, the patient, if anything, is more nervous 
and hysterical. Case 15 has been relieved of 
her nervousness. In these four cases it is 
very difficult to establish any etiological relation 
between the thyroid enlargement and the gen- 
eral nervous symptoms. In case to the colloid 
adenoma was situated above the right lobe; 
the thyroid was normal; the nervous symptoms 
in this case have been worse since operation. 
In case 13, in which Dr. Finney removed a 
large colloid adenoma of fifteen years’ duration 
from the region of the isthmus, he informs me 
that at the operation the remainder of the 
thyroid was normal. This patient had been 
a neurasthenic for many years before, and has 
continued to be such since operation. In case 


12 there was a small encapsulated tumor of 
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Fig. 3. Case 1. 


Microphotograph. Low power. Foe- 
tal adenoma. 
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Fig. 2. Sketch of patient 
in case 1. Foetal adenoma. 


the right lobe. This patient, nervous before 
operation, has been well since. In case 15 the 
entire left lobe was the seat of either a mixed 
adenoma or chronic thyroiditis. This patient 
has been relieved of her nervousness by the 
operation. 

In the cases of thyroid cysts which have ex- 
hibited atypical symptoms of exophthalmic 
goiter, I was able to demonstrate in the wall 
of the cyst a histological picture similar to 
exophthalmic hypertrophy. This problem of 
the relation of general symptoms to the differ- 
ent forms of thyroid enlargement will again 
be discussed in my contribution dealing with 


simple goiter. The questions involved are by 
no means settled. 


PATHOLOGY 


This is more conveniently discussed under 
the different varieties of adenoma which I have 
roughly classified, for convenience, into the 
following groups: 

Multiple foetal adenoma (cases 1 to 3). 

Single foetal adenoma (cases 4 to g). 

Single colloid adenoma (cases 10 to 14). 

Mixed adenoma, single (cases 15 to 21). 

Mixed adenoma, multiple (cases 22 and 23). 

Adenoma with metastases (case 24). 

Intracystic papillary adenoma (case 25). 

In my first paper, on Thyroid Cysts, I called 
attention to the morphology of the epithelium 
of the thyroid gland and the different varieties 
of epithelial vesicles. In the thyroid of the 
young embryo the epithelial cell is small, re- 
sembling somewhat a lymphoid cell; there is 
no colloid material in the epithelial vesicle, 
which is usually packed with cells. We have 
tumors in which this type of cell predomi- 


Fig. 4. Case 1. Before Fig. 5. Caser. After 
third operation. 


third operation. 


nates, and they are called foetal adenoma. (See 
Figs. 3, 25, and 27.) In the thyroid of older 
embryonic and adult life, colloid material ap- 
pears in the epithelial vesicle, which is now 
lined by a single layer of cells of a different 
morphology from that in the foetal thyroid. 
Always in the normal thyroid, in addition to 
the colloid vesicles, there are to be found vesi- 
cles filled with cells and groups of cells about 
which one cannot make out any definite 
connective-tissue envelope. Dr. Halsted has 
called this young thyroid tissue. (See Fig. 3, 
at C, first paper, on Thyroid Cysts; and Figs. 
32 and 35.) 

In the thyroid of exophthalmic goiter there 
is not only a disappearance of the colloid, but 
the morphology of the proliferating epithelial 
cells changes, and characteristic cell-groupings, 
with and without invagination of the connective- 
tissue envelope, appear in the epithelial vesicle. 


Fig. 6. Case 1. Photograph of alcohol specimen after 
third operation. x, nodular tumor. Foetal adenoma. 
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Fig. 7a,b. Case 1. Sketch of alcohol specimen. a, 


large nodule foetal adenoma; b, small nodules surrounded 
by fibrous thyroid tissue. (Drawn from Fig. 6.) 


(See Figs. 5, 6, 29, and 31, first paper, on 
Thyroid Cysts.) 

In adenoma we recognize two pretty dis- 
tinct types: the foetal adenoma, in which the 
morphology of the cell is very little different 
from that in the normal embryonic thyroid; 
the epithelial alveolus is larger, and there is 
perhaps a little more stroma. (See Figs. 3 and 
27.) Cyst formation is rare in this form of 
tumor. (See Fig. 26.) The histological pic- 
ture of the colloid adenoma differs very little 
from normal thyroid. The colloid vesicle is 
usually larger. In the other forms of adenoma 
we observe a mixure of foetal and colloid adeno- 
ma (see Figs. 51 and 52), or solid epithelial 
acini filled with cells of a different type from 
that seen in the foetal or colloid adenoma. (See 
Figs. 21, 22, and 23, case 6; Figs. 44 and 45, 
case 18.) 

The colloid, when present in the adenoma, 
usually shows some degeneration. The higher 
the type of the epithelium, the more do we 
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see evidence of its degeneration and desquama- 
tion. Similar to the observations in  sim- 
ple goiter, we observe in adenoma a ten- 
dency to hemorrhage. This is more common 
in the colloid and mixed adenoma than in the 
foetal. Intracystic papillomatous growths of 
a different type from that observed in ex- 
ophthalmic hypertrophy are not frequently 
observed in adenoma. It is present in case 
14 in a few areas (see Fig. 35), also in case 7 
(see Fig. 26). In case 20 there are quite a 
few areas of intracystic papilloma. In case 24, 
a small adenoma in the right lobe of the thy- 
roid, with metastasis to the glands of the neck, 
this histological picture is present both in 
the primary and metastatic tumors. In case 
25 the entire tumor is composed of this papil- 
lomatous growth. 

The histological picture of chronic thyroiditis 
is usually found in the compressed thyroid 
tissue in the capsule and outside of the capsule 
of the adenoma. In case 15, the histological 


picture of the enlargement of the left lobe is 
so different from the other cases of adenoma, 
and resembles so closely chronic thyroiditis, 
that I am inclined to the view that the en- 
largement of the left lobe is a chronic thyroid- 
itis secondary to an infection after pneumonia. 


Fig. 8. Case 1. 


Microphotograph (after third oper- 
ation). Low power. 


Feetal adenoma. 
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Case 1. 
High power. 


Fig. 9. 


Microphotograph (after third oper- 
ation). 


Feetal adenoma. 


MULTIPLE F@TAL ADENOMA INVOLVING THE 
ENTIRE GLAND 


Cases 1 TO 3. These three cases are of 
great interest. They represent the only thyroid 
tumors of congenital origin. In cases 1 and 
2 there is no doubt that a nodular tumor was 
present at birth. In case 3, that of a colored 
girl, no tumor was observed until the child 
was six years of age. All other lesions of the 
thyroid have appeared at or after puberty. In 
these three cases the tumor:s have been 
multiple, and involved the entire thyroid 
gland. There have been two other examples 
of multiple adenoma involving the entire 
gland. (Cases 22 and 23.) Here there were 
mixed foetal and colloid adenomata. These 
three cases of multiple foetal adenoma were 
aged 10, 17, and 22 when they came to the 
clinic. The thyroid in each instance was 
uniformly enlarged, as in simple goiter, but 
one could see and feel that the enlargement 
was due to a cluster, somewhat coalesced, of 
nodular tumors of various sizes. (See Figs. 4, 
11, 13,and 14.) All three patients were poorly 
developed, nervous, anemic girls, but there 
were no positive symptoms of exophthalmic 
goiter. I am impressed that the symptoms 
indicated too little rather than too much 
thyroid tissue. 
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The patients were not relieved by partial 
thyroidectomy. In case 1 a second operation 
was performed. This patient remained 
practically well for two and a half years 
while taking thyroid extract. Some months 
after discontinuing the extract, symptoms sug- 
gesting myxoedema developed. At the present 
time she is under treatment with thyroid ex- 
tract, and improving. Incase 2 there was a 
rather rapid growth of the remaining thyroid 
tissue, and at the present time, eight vears after 
operation, the patient has a large nodular 
tumor (Fig. 11), and has not been relieved of 
her nervous symptoms. Case 3 has been lost 
track of since operation. 

In the gross, each nodular tumor was en- 
capsulated, varying in size from 5 mm. to 2 
cm. In case 3, one large nodule was removed, 
measuring about 3 cm. The surface of these 
tumors is finely granular and of a yellowish 
white color; they look somewhat like a medul- 
lary carcinoma. Their naked-eye character- 
istics are unusually distinct. (See Figs. 6, 7, 12, 
16.) In two cases in which I have been able 
to examine the thyroid tissue between the 
nodules, I found it compressed; there was little 


or no colloid material in the epithelial vesicle, 


and an increase of stroma. I rather expected 
to find, in view of the small amount of thyroid 
tissue, hypertrophy. This point needs further 
investigation, and will be discussed in the next 
paper. Microscopically, there is, as a rule, 
very little stroma, the alveoli are filled with 
solid cells, of a rather lymphoid type, and 
resemble closely the cell of the foetal thyroid. 
(See Figs. 1a, 1b, and 2, first paper, on Thy- 
roid Cysts, and Figs. 3 and 9.) 

Not infrequently in simple goiter we observe 
encapsulated, nodular areas having the gross 
and microscopic appearance of foetal adenoma. 
Such an area is illustrated in Fig. 1, at x. 


CasE 1. Path. Nos. 1437, 4333. Multiple fetal ade- 
noma, congenital; three operations. December, 1905, 
three and a halj years since the last operation, no re- 
currence of tumors, but symptoms of myxedema. 

F. B., white girl, was aged 17 when admitted to the 
clinic in April, 1896. At birth, a nodule was observed 
in the right lobe of the thyroid. This tumor, when 
the size of a hen’s egg, was removed, when the child 
was twelve, by Dr. Tiffany of Baltimore. At this time, 
five years ago, there were other nodules on the right 
side, and shortly afterwards similar tumors appeared 
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Fig. 10. Case 2. Photo- 
graph of patient eight years 
after operation. Front view, 
showing further hypertro- 
phy of remaining left lobe. 


on the left side. The girl was anemic, undeveloped, 
and menstruated for the first time in the hospital ward. 
The examination was negative, except for the anemia 
and the enlargement in the region of the thyroid. Both 
lateral lobes of the thyroid were enlarged (see Fig. 2), 
and there were nodular tumors above the left lobe. 
There was a distinct notch between the right and left 
lobes, and a scar in the skin over the right lobe. The 
tumors were freely movable and moved with degluti- 
tion. Fig. 2 was taken from a rough sketch made at 
that time. There was no tachycardia or exophthalmos. 
As the patient was admitted to the clinic at about the 
time of the experimental use of thyroid extract for 
goiter, she was given this drug for four weeks; meas- 
urements noted a slight diminution in the enlargement 
of the thyroid. ‘The extract was then discontinued, 
and measurements demonstrated increased growth. 
At the operation by Dr. Finney (July 29, 1896) the 
enlarged left lobe was removed. The relation of this 
lobe to the thyroid vessels indicated that the tumor 
corresponded to the left lobe of the thyroid. There 
is nothing in the operative note about the other nodular 
tumors. 

Following the operation there was high temperature 
(106°), which lasted a few hours and fell to normal; 
associated with this were the general symptoms of 
thyroid intoxication — rapid pulse and_ respiration, 
cyanosis, and the mental condition of partial coma. 
The patient at times would be restless. A small col- 
lection of serum was found in the wound, but the cul- 
tures and cover-slips were negative. These symptoms 
lasted only about twenty-four hours, after which the 
convalescence was uninterrupted. 

The gross appearance was similar to that in case 
2, Fig. 12. The microscopic appearance is well illus- 
trated in Fig. 3. 

The patient returned for observation six years later 
(in July, 1902). In the mean time there had been a 
gradual enlargement of the tumors not removed at the 
second operation, so that the goiter was larger than 
ever before. (See Fig. 4.) The patient had remained 
anemic, thin, and undeveloped; menstruation is very 
irregular and scanty; she has very little subcutaneous 


! The microphotographs in this and in my first paper, on Thyroid 
Cysts, were made by Mr. T. M. Wright. 


GYNECOLOGY AND 


Fig.11. Case 2. Photo- 
graph of patient eight years 
after operation. 
showing further hypertro- 
phy of remaining left lobe. 


OBSTETRICS 


Fig. 12. Case 2. Photo- 
graph of alcohol specimen. 
x, areas of foetal adenoma; 
y, small colloid cysts. 


Side view. 


fat, and is mentally depressed; there was no develop- 
ment of the breasts, and scanty pubic hair — symptoms 
which I thought at that time suggested myxcedema. 
The thyroid tumor was still nodular, as shown in Fig. 
4. At the operation which I performed, the entire 
nodular thyroid tumor was removed, except a small 
area of tissue corresponding to the upper pole of the 
left lobe. This had the appearance of normal thyroid 
tissue, and for this reason was left behind. The oper- 
ation, begun under cocaine and finished under chlo- 
roform, was a very difficult one, on account of ex- 
tensive adhesions and the desire to save the piece of 
thyroid tissue above mentioned, which prevented the 
ligation of the left superior thyroid artery. The 
patient was shocked, but rapidly recovered. There 
were no symptoms of intoxication after this opera- 
tion. The patient was placed at onceon thyroid ex- 
tract. The anemia rapidly disappeared, she gained in 
flesh, the breasts developed, pubic hair grew, men- 
struation became normal, and mentally the girl quite 
rapidly improved and became bright and intelligent. 
Fig. 5 was taken about two months after operation, 
and, when contrasted with Fig. 4, shows great im- 
provement. 

The gross and microscopic pathology was similar to 
that in the tumor first removed. Fig. 6 is a rather poor 
photograph of the alcohol specimen; it demonstrates 
that the nodular tumor at X is almost twice as large 
as those at the second operation. One of these larger 
tumors is better illustrated in Fig. 7a, while the smaller 
tumors surrounded by the fibrous thyroid tissue are 
shown in Fig. 7b. Fig. 8, a microphotograph from 
one of the tumors removed at the third operation, differs 
very little from Fig. 3. Fig. g is a high-power micro- 
photograph to illustrate the morphology of the cell in 
these foetal-adenomatous tumors. 

This patient remained well while taking thyroid 
extract for two years (until July 1904). About this 
time she discontinued the extract. In about ten months 
(March, 1905) she noticed a gradual failure in her 
good health. She again came under my observation 
in November, 1905, with a condition resembling the 
one previous to the last operation in July, 1902. In 
addition, there has been a slight loss of hair and dry- 
ness of the skin. At the present time (January, 1906) 
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there has been apparent improvement after thyroid 
extract. The drug, however, has to be given very 
carefully. In any dose over 5 grains a day there is 
increased nervousness, rapid pulse, and shortness of 
breath. 


Remarks. 1am not at all satisfied with the 
clinical study in this case, and I hope, in the 
future, to present it in better form, when certain 
chemico-physiological problems of thyroid met- 
abolism are better understood. 


CasE 2. Pathol. No. 1996. Multiple fetal adenoma, 
congenital; excision of right lobe. December, 1905, 
eight years since operation, no improvement; further 
growth of tumor. 

F. T., was a white female, unmarried, aged 22 when 
admitted to the surgical clinic in October, 1897. At 
birth the parents observed a small tumor of the right 
lobe of the thyroid. For fourteen years no growth 
was observed in the tumor. At this time, with the 
onset of menstruation the tumor grew rapidly and was 
associated with pressure symptoms and nervousness. 
When the patient was given thyroid extract it was 
followed by alarming symptoms of dyspnoea and pal- 
pitation of the heart. The note, on the examination 
in this case, is rather incomplete. There was no ex- 
ophthalmos or tachycardia, but the patient, although 
well nourished, was very neurotic. The entire thyroid 
was occupied by a rather nodular tumor, which was 
considered at that time a simple goiter. At the opera- 
tion by Dr. Halsted under ether narcosis, the enlarged 
right lobe was removed, and the wound closed with a 
The convalescence was uninter- 
I saw this patient six months after operation. 


small gauze drain. 
rupted. 
She was apparently in good health, but the left lobe 
of the thyroid was represented by a nodular tumor; 


this has steadily grown. In November, 1905, eight 
years after operation, she returned to the clinic. Figs. 
1o and 11 show a front and lateral view of a medium- 
sized goiter; the enlargement apparently is of the 
lateral lobe, not removed at the former operation. It 
is somewhat nodular. The patient is in very poor 
health and very nervous. Dr. Halsted decided to try 
X-ray, and this treatment has been given by Dr. Baetjer, 
who reports that the patient received X-ray treatment 
from October 25th to December 21st; seven daily 


Fig. 13. Case 3. Photo- 
graph of patient. Side 
view. Foetal adenoma. 


Fig. 14. Case 3. Sketch 
of patient. Front view. 
Foetal adenoma. 
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exposures, then three times a week. He observed no 
change in the tumor or in the nervous symptoms. 

The gross pathology is well illustrated in Fig. 12. 
Note the small, granular tumors at « and two small 
colloid cysts at y. The microscopic picture is similar 
to that in case 1. (See Fig. 3.) I have been unable 
to find in this specimen any normal thyroid tissue. 

Case 3. Pathol. No. 3121. Multiple jatal adenoma; 
excision of right lobe. The patient has been lost track oj. 

L. T. was a colored girl, aged ten. At four years 
of age the mother noticed small nodules in the region 
of the thyroid, which, during the last six years, have 
grown gradually, and the last four months very rapidly, 
although the girl has not menstruated. (Puberty is 
not uncommon in the colored race at the age of ten.) 
There have been no pressure symptoms. Fig. 13 is a 
photograph of the patient, showing the very large right 
lobe and the nodular tumors between it and the clavicle; 
Fig. 14, a sketch, front view, showing the smaller left 
lobe and its nodular tumors. (Fig. 14 will answer 
pretty well for the clinical picture of case 2.) This 
colored girl had always been a sickly child, but the 
examination in the hospital was practically negative, 
except for the thyroid tumor and the anemia. At the 
operation in June, 1g00, by Dr. Cushing, under cocaine- 
chloroform anesthesia, he states that the entire right 
lobe and one nodular tumor between it and the isthmus 
were removed. The relation of this lobe to the vessels 
is illustrated in Fig. 15, a sketch made at that time by 
Dr. Cushing. He notes that the enucleation was a 
difficult one, on account of the numerous vessels in 
the capsule, and the fixation of the tumor to the trachez. 
The examination of the left lobe at the operation dem- 
onstrated that it was filled with nodular tumors. There 
were no complications after operation. The outer 
and cut surface of the tumor are pictured in Fig. 16, 
taken from the alcohol specimen. It differs from cases 
1 and 2, in that the entire right lobe is composed of a 
single mass of foetal-adenomatous tissue. ‘The micro- 
scopic appearance, which does not differ from that in 
the previous cases, has been illustrated in Fig. 2. (See 
first paper, on Thyroid Cysts.) The more spongy 
appearance shown in Fig. 16 is due to the dilatation 
of the epithelial vesicle with a tendency to small cyst 
formation. This is an unusual finding in foetal adeno- 
ma, but we have observed it in a second case (see case 
7, Fig. 26). 
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Fig. 15. Case 3. Sketch 
showing relation of right 
lobe to vessel. 


Fig. 16. Case 3. Photo- 
graph of alcohol specimen. 
Outer and section surface. 
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SINGLE Fo:tAL ADENOMA 

Cases 4 TO g. Four of these cases were 
observed in the surgical clinic of the Johns 
Hopkins Hospital. In two (cases 8 and 9g) 
the sections were sent to me by Dr. Pratt of 
Boston. In regard to case g, I agree with Dr. 
Pratt that the tumor may be one of the para- 
thyroid. 

The age of onset in the Johns Hopkins 
Hospital cases varied from twenty to thirty- 
two years, the duration of the tumor from 
three and a half to fifteen years. The tumor 
in three cases involved the left lobe and meas- 
ured from 1o to 13 cm. In one, the small 
encapsulated tumor, 2 by 4 cm., was situated 
in the isthmus. In two of the larger tumors, 


involving the left lobe, the isthmus was in- 
vaded. 


It is interesting to note that in case 


Fig. 17. Case 4. Photograph of alcohol specimen. 
x, normal thyroid tissue of isthmus; y, encapsulated tumor. 


7, a large tumor measuring 10 cm. in diameter, 
involving the left lobe, there were no pressure 
symptoms, while in case 6, a tumor of equal 
size, there were slight pressure symptoms. 
This may be explained by the fact that in 
case 6 the tumor had grown rapidly and was of 
but four years’ duration and involved the 
isthmus, while in case 7, without pressure 
symptoms, the tumor had grown slowly for 
fifteen years. The naked-eye appearances of 
cases 4 to 7 are quite similar, and resemble 
the multiple foetal adenoma just discussed. 
Histologically, cases 5 and 7 have the same 


appearance as the pure foetal adenoma which 
Case 7 


have appeared as mulitple tumors. 
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is of further interest because of the formation 
of multiple small cysts. (See Fig. 26.) The 
cyst formation is much more marked than 
that noted in case 3. In case 8, Dr. Pratt’s 
case, the tumor is also a pure foetal adenoma. 
The microphotograph (see Fig. 27) ‘s of in- 
terest because it shows normal compressed 
thyroid tissue in the. capsule of the tumor. 
This tumor is of further interest because the 
patient was fifty-two when the tumor first 
appeared. Cases 4 and 6 differ from cases 
5, 7, and 8 in the morphology of the cell; the 
alveolus is larger, and is packed with a cell 
larger than that in foetal adenoma, resembling 
somewhat the morphology of the cell in ex- 
ophthalmic hypertrophy, but within the alveo- 
lus the epithelial cells do not show the arrange- 
ment which is characteristic of exophthalmic 
hypertrophy. (See Figs. 5 and 6, in first paper, 
on Thyroid Cysts.) These two cases, in which 
the morphology of the cell resembles some- 
what that in exophthalmic hypertrophy, ex- 
hibited some general symptoms. Case 4 had 
palpitation, and in case 6, on account of the 


Fig. 18. Case 5. Photograph of alcohol specimen. 
nervousness and slight palpitation, a clinical 
diagnosis of exophthalmic goiter was made. 
As there was no exophthalmus, slight tremor, 
and only irregular attacks of palpitation, 
I do not think this diagnosis was justi- 
fied, but the patient was unusually nervous 
and excitable, and during these attacks did 
have a slight tremor of the hands. _ It is inter- 
esting to note, also, that all these symptoms 
have been relieved by the operation. The 
cellular pathology of these two cases, in which 
there were atypical exophthalmic goiter symp- 
toms, is somewhat similar to the cases of thy- 
roid cysts with similar symptoms. (See Fig. 
29, first paper, on Thyroid Cysts.) 
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Case 4. Pathol. No. 4260. Single fetal adenoma 
involving entire left lobe. Excision oj lejt lobe. March 
1905, three years well. 

M. S. was a white female, aged 36. She had seven 
children. The tumor of the left lobe of the thyroid 
was first observed after the sixth pregnancy four years 
ago, renewed growth after the seventh pregnancy two 
years ago, pressure symptoms, change in voice and 
cough three months ago. There were absolutely no 
other symptoms. There is a symmetrical swelling, 
involving the left lobe only, extending from the larynx 
to the clavicle (our largest example of an adenoma); 
the tumor moves with deglutition; the right lobe of 
the thyroid is perhaps a little enlarged. At the opera- 
tion, under cocaine anesthesia by Dr. Halsted, after 
ligation of the vessels, the left lobe was easily removed; 
the thyroid tissue of the isthmus, which was cut through, 
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Fig. 19. Case 6. Sketch of findings at operation, 
showing hypertrophy of left lobe and isthmus. 


appeared normal. There were no postoperative com- 
plications. The gross appearance is well illustrated 
in Fig. 17, a photograph of the alcohol specimen; at x 
the normal thyroid tissue of the isthmus is seen, at y the 
encapsulated tumor. This tumor measured 13 x 9 x 8 
cm. The thyroid tissue of the isthmus shows chronic 


thyroiditis. The histology of the tumor corresponds 
to that in case 6. (See Fig. 21.) 
Case 5. Pathol. No. 4469. Small jatal adenoma in 


isthmus; excision of tumor. 
nine months well. 

White female, aged 23, tumor three and a half years; 
no other symptoms. Globular tumor in isthmus above 
suprasternal notch, moves with deglutition, remainder 
of thyroid not enlarged. Operation, enucleation of 
encapsulated nodule from isthmus; remainder of thy- 
roid apparently normal. No postoperative complica- 
tions. In this case a clinical diagnosis of cyst was 
made. The encapsulated tumor, 2.x 4 cm. is a typical 
foetal adenoma. Fig. 18 is a photograph of the alcohol 
specimen. The microscopic section corresponds to 
Fig. 3. This case represents the only foetal adenoma 
which we have observed to arise in the isthmus; in 


July, 1905, two years and 
7? 7) 
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fact, it is the only solid adenoma originating definitely 
within the thyroid tissue of the isthmus. Our other 
two cases (Nos. 13 and 17) were situated outside the 
gland in the region of the isthmus; one was a colloid 
adenoma (case 13), and the other a mixed adenoma 
(case 17). 

CasE 6. Pathol. No. 4940. Fatal adenoma, cells oj 
a higher type involving the lejt lobe and isthmus. Clini- 
cal diagnosis of exophthalmic goiter. Excision of lejt 
lobe and isthmus. July, 1905, two years perjectly well. 

This patient, a white female, aged 29, unmarried, is 
a physician. The tumor was first observed in the 
left lobe four years ago, when it was the size of an 


Fig. 20. 
capsule; }, cut surface of tumor. 


Case 6. Photograph of alcohol specimen. a, 


English walnut; it has gradually grown, and during 
menstruation is always larger. There have been slight 
pressure symptoms recently noticed, chiefly when 
swallowing, and there has been some cough, but no 
change of the voice. Recently she has been quite 
nervous and excitable. Eight years ago, four years 
before the appearance of the tumor, the patient suf- 
fered from an attack of pneumonia, which was iollowed 
by symptoms of tuberculosis, the signs of which cleared 
up after about eight months. The tumor involves 
the left lobe and isthmus; it is not nodular; moves 
with deglutition; it does not seem to have deep attach- 
ments; the right lobe appears normal. In a clinical 
note by Dr. Thayer a few days before operation, it is 
noted that the patient is nervous and excited, and 
there is definite tremor of the hands. The average 
pulse before operation varied from 80 to 100; the day 
before operation it was 120. We do not observe in 
typical exophthalmic goiter such an asymmetrical 
swelling of the thyroid; nor in cysts have we noted an 
involvement of the isthmus from a lateral lobe; nor 
in simple goiter. have we seen such a difference in the 
size of the two lobes as noted in this case. At the 
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operation by Dr. Cushing, under cocaine-chloroform 
anesthesia, it was noted that outside the capsule of the 
left lobe there was a fine inflammatory tissue; this 
complicated the enucleation. After operation there 
were no complications, except rapid pulse (110-130) 
which lasted about ten days. Fig. 19, a sketch made 
after operation by Dr. Cushing, illustrates the enlarge- 
ment of the left lobe and isthmus, which were removed, 
and the practically normal right lobe. Fig. 20, a pho- 
tograph of the alcohol specimen, is similar in appear- 
ance to Fig. 17. (Case 4.) Neither of these tumors 
in the fresh have the appearance of exophthalmic 
hypertrophy, but that of foetal adenoma which we have 
described; no normal thyroid could be made out in 
the tissues removed, while in case 4 the isthmus con- 
sisted of thyroid tissue showing chronic thyroiditis 
only. Fig. 21, a low-power, Fig. 22, a high-power, and 
Fig. 23, a higher-power microphotograph, illustrate 
the histological appearance of this tumor and in case 
4. Note the scanty stroma and the large alveolus 
packed with cells which take the stain poorly, due, 
apparently, to degenerative processes. A careful 
histological study of many sections of these two tumors 
(cases 4 and 6) finds no definite areas of exophthalmic 
hypertrophy. In the scanty stroma there are many 

blood-vessels, and here and there areas of hemorrhage. 

I do not see a single colloid vesicle, but now and then 

a smaller vesicle lined by a single layer of epithelial 

cells. In one section I find compressed normal thyroid 

tissue outside the capsule, undoubtedly representing 

the remains of the left lobe. In the cases of thyroid 

cysts in which the patient suffered from some symptoms 

suggestive of exophthalmic goiter, the microscopic 

study demonstrated areas of exophthalmic hyper- 

trophy. (See Figs. 29 and 31, first paper, on Thyroid 

Cysts.) 


Fig. 21. Case 6. Microphotograph. Low power. Feetal 
adenoma. 


Cells of higher type. 
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Fig. 22. Case 6. Microphotograph. High power. 


Case 7. Pathol. No. 5348. Fetal adenoma, with 
cyst formation involving the left lobe and isthmus. Ex- 
cision of the left lobe and isthmus. December, 1905, one 
year and ten months well. 

F. A. R., a white female, aged 44, was admitted to 
the clinic in March, 1904. She had observed a tumor 
for fifteen years. The onset is noted as two years after 
marriage, at the age of 29, and 18 months before the 
birth of her first child. During the first, second, and 
third pregnancies the tumor grew rapidly; between 
pregnancies, slowly; it then remained quiescent for 
a number of years, and has again increased in size 
after the menopause. Although the tumor is large, there 
are absolutely no symptoms of pressure and no general 
symptoms. The tumor involves the left lobe and 
isthmus; the right lobe is apparently normal; the 
tumor moves with deglutition. The operation was 
performed in March, 1904, by Dr. Halsted, under 
cocaine anesthesia. The evidence of recent inflam- 
matory tissue outside the capsule noted by Cushing 
in his case (case 6) was not found; the dissection was 
made without any difficulty; in removing the isthmus 
from the right lobe, normal thyroid tissue was cut 
through. There were no postoperative complications, 
and not the rapid pulse noted in case 6. Fig. 24 is a 
photograph of the alcohol specimen. In the fresh and 
in the alcohol specimen illustrated here, the tumor has 
a finely granular appearance, similar to Fig. 18 (case 5), 
the foetal adenoma of the. isthmus resembling the 
multiple foetaladenoma. (See Fig. 12, case 2; and Fig. 
7, case 1.) The surface appearance, therefore, is more 
finely granular than in case 4 (Fig. 17) and case 6 
(Fig. 20), in which the cells were of a higher type. 
In addition, in this case 7, one could make out with the 
naked eye, as shown in Fig. 24, numerous cysts filled 
with a soft material containing cholesterine crystals, 
some mixed with hemorrhage. The dark areas shown 
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Higher power. 


Fig. 23. Case 6. Microphotogrph. 
Foetal adenoma cells higher type. 


in the photograph are due to hemorrhage. Fig. 25 
is a microphotograph; the epithelial cells are of the 
typical foetal type, and there is more stroma than 
usually seen in this variety of tumor. Fig. 26 illus- 
trates, in addition to that shown in Fig. 25, the cysts 
lined by epithelium, and here and there a small papil- 
lomatous growth and their contents of degenerated 
material and cholesterine. No normal thyroid tissue 
was found in the tumor or its capsule. 


Remarks. Erhardt (Beitrage zur klin. Chir., 
1902, vol. xxxv, p. 343), I believe, would 
interpret the histological findings in cases 4, 6, 
and 7, especially the last, as the earliest picture 
of adenocarcinoma. My own experience does 
not justify such a conclusion. 


Case 8. Pathol. No.6420. Fetal adenoma; 
large tumor, involving chiefly the left lobe and 
isthmus. Microscopic sections sent by Dr. 
Pratt oj Boston. 


This case is of interest because of the age of the 
patient: was fifty-two at the onset of the tumor, which 
had grown to considerable size in six years, and was 
associated with marked pressure symptoms. The 
tumor removed measured 7 cm., and had an irregular 
cavity in its center; that is, the beginning of a cyst. 
Fig 27, a section of the tumor and its capsule, is re- 
produced here, because it is the best illustration I have 
showing compressed thyroid tissue in the capsule of a 
foetal adenoma. In some of the vesicles the colloid 
material is preserved, at XY. A section of the wall of 
the cavity shows organization of a blood-clot and 
foreign body giant cells, demonstrating that the cavity 
was probably due to hemorrhage. 


OF THE THYROID GLAND 


135 


CasE-9. Pathol. No. 6418. Tumor of thyroid, sug- 
gesting the possibility of a new growth of the parathy- 
roid. No clinical history or gross description obtain- 
able. Sections sent by Dr. Pratt of Boston. 

Fig. 28 demonstrates that the morphology of the cell 
in this tumor differs from any other in this group of 
adenoma under discussion, and from the histological 
picture of the tissue forming the wall of the cysts dis- 
cussed in the paper on Cysts of the Thyroid Gland. 

SINGLE CoLLomD ADENOMA 

CasEs 10 To 14. The age of onset in these 
cases varied from twelve to twenty-nine years, 
the duration of the tumor from two to fifteen 
years. Two of the cases were situated outside 
the gland; case 10 above the right lobe, and 
case 13 at the isthmus. Case 12 was a small 
encapsulated tumor situated in the body of 
the right lobe; case 14, a rather large tumor, 
9 x 7 cm., involved all of the left lobe; case 
II, an autopsy specimen occupied an entire 
lobe (side not noted in record). Case 13, only, 
had pressure symptoms. In cases 12 and 13 
there were slight nervous symptoms. In case 
ro, the tumor was observed after pregnancy; 
in cases 13 and 14, after puberty; and in case 
12 there is no etiological factor. 

The gross and microscopic pathology of 
these colloid adenomata is practically identical 
with that observed in simple goiter. 


Case 10. Pathol. No. 3006. Colloid adenoma, sit- 
uated above the upper pole of the right lobe of the nor- 
mal thyroid. Excision of the tumor only. July, 1903, 
three years and three months, no recurrence, but her 
husband states that for the last six months she has been 


Photograph of alcohol specimen. 
Foetal adenoma with cysts. 


Fig. 24. Case 7. 
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in failing health, with loss of memory. December, 1905, 
no change in mental condition. 

This patient was a colored woman, aged 33 when 
admitted to the clinic in March, 1g00; she had betn 
married at 22, and had six children. The tumor in 
the region of the right submaxillary has been present 
nine years, and that near the right lobe of the thyroid 
four years. The latter was observed after her last 
pregnancy, and gets noticeably larger during the men- 
strual period. Since the birth of her youngest child 
fifteen months ago, the patient’s general condition 
has been unusually bad; general weakness, nervous- 
ness, headaches, loss of weight. The examination 
showed marked anemia (hemoglobin 59 per cent), 
but no symptoms of exophthalmic goiter. During 
this time there has been no note of any special rapidity 
of growth in the tumors. Fig. 29, a sketch by Dr. 
Cushing, illustrates the clinical picture: m, the sub- 
maxillary tumor; ¢, the thyroid tumor. Both tumors 
were movable; the thyroid tumor moved very slightly 
with deglutition. At the operation under ether by 
Dr. Finney, both tumors were easily enucleated. The 
upper tumor was adherent to the submaxillary salivary 
gland, but there is no note whether the thyroid was 
exposed during the removal of the lower tumor. Fig. 
30 is a photograph of the alcohol specimen of the 
thyroid tumor. It measured about 4 cm., and had a 
distinct capsule. Within, the tissue resembles a sim- 
ple goiter; in places there is much hemorrhage, and 
there are no large colloid vesicles, so well illustrated 
in Fig. 1. The colored painting of Fig. 47 (case 19) 
would answer for the fresh appearance of this tumor, 
except it is more spongy and contains distinct but 
small colloid vesicles which are less distinct in case 19. 
Fig. 31, a, section, through the capsule of this tumor, 


_ Fig. 25. Case 7. Microphotograph. 
Foetal adenoma with cysts. 


Low power. 


SURGERY, GYNECOLOGY AND OBSTETRICS 


shows, at «, compressed thyroid tissue; at y, the colloid 
adenoma; at z, young thyroid tissue. Fig. 32, from 
a section of the tumor near a large area of hemorrhage, 
illustrates beautifully how a solid colloid adenoma 
might in time become a cyst due to hemorrhage. The 
zone of hemorrhage is below, then there is a zone 
in which the colloid vesicle is compressed with an in- 
crease of the stroma, and a larger zone above, which 
is composed chiefly of the larger colloid vesicles of 
the tumor proper. The tumor removed from the re- 
gion of the submaxillary gland proved to be the ordinary 
mixed connective-tissue tumor so commonly found in 
the parotid area 


Remarks. This patient may be suffering 
from myxcedema. 
Case 11. Pathol. No. 4758. Autopsy specimen sent 


to me by Dr. an Vort. The tumor, which involved 
one lobe, about equal in size to that of case 10, and of 
similar gross and microscopic pathology, with areas 
of hemorrhage. 

Case 12. Pathol. No. 4913. Encapsulated colloid 
adenoma situated in the body of the right lobe oj the 
thyroid. Excision of tumor only. January, 1906, two 
years and six months perfectly well. 

This patient, M. R., was a white girl, aged 23, and 
had observed the swelling two years. The tumor is 
larger during menstruation, and small between periods. 
The patient has always been nervous, and when a 
young girl suffered from typhoid and pneumonia. The 
tumor, although larger during the menstrual period, 
has in these last two years become very little larger 
than when first observed. She was just as nervous 
before the appearance of the tumor as since. At the 
examination, the right lobe of the thyroid is larger than 
the left, due perhaps to a nodular tumor that can be 


Fig. 26. Case 7. Microphotograph. Low power. 
Feetal adenoma with cysts and papillomatous growth. 


he 


Key serleng sfec. 


PiateE II. Painting at top of page, Fig. 43, is from a Kaiserling specimen removed from case 18. 
Mixed adenoma. 

Second picture, Fig. 50, is a painting from a Kaiserling specimen taken from case 20. Mixed adenoma, 
colloid and foetal areas. 

The drawing at the bottom of the page, Fig. 48, is from a Kaiserling specimen in case 19, and shows 
the non-hemorrhagic areas. Compare with Fig. 47, bottom of Plate I 
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Fig. 27. 
Low power. 


Case 8. Microphotograph. Foetal adenoma. 
x, compressed colloid in capsule. 

palpated in the center of this lobe. 
nosis of cyst was made. 

The clinical picture in this patient corre- 
sponds to that in case XIII, discussed in my first 
paper, on Thyroid Cysts. I saw this patient 
when she was fifteen years of age; the tumor 
of four weeks’ duration had been observed 
after the first menstrual period, and disap- 
peared after a year, and has not reappeared. 
I consider it a cyst of the thyroid. 


A clinical diag- 


At the operation by Dr. Finney, under ether, the 
tumor definitely encapsulated, and was easily shelled 
out of the right lobe There were no postoperative 
complications. This tumor measured 2 x 3 cm., and 
had a gross and microscopic appearance identical with 
that in case 10. (Figs. 30 and 31.) 

Case 13. Pathol. No. 5919. Colloid adenoma in the 
region of the isthmus. Excision of tumor. January, 
1906, no recurrence of tumor; patient as neurasthenic as 
before operation. 

White female, aged 30; tumor fifteen years; situated 
above the suprasternal notch, and is about the size of 
a man’s fist. At the operation by Dr. Finney, the 
tumor was easily removed. It extended down behind 
the sternum. The lateral lobes of the thyroid were 
exposed during the operation, and were normal in size 
and appearance. The tumor had a distinct capsule, 
and resembled an old simple goiter. Its appearance 
is shown in Fig. 1, except there were no areas of foetal 
adenoma, but a great deal of hemorrhage, increased 
fibrous tissue, and calcification. Its microscopic ap- 
pearance is similar to that in case 10, with the addition 
of calcification and a larger amount of fibrous tissue. 


Fig. 28. Caseg. Microphotograph. Thyroid aden- 
oma; question as to origin in parathyroid. [Pratt's case.] 


Case 14. Pathol. No. 6615. 
volving the left lobe. 
1906, five months well. 

This patient, A. P., was a white, unmarried girl, 
aged 19. The tumor of the left lobe was observed 
seven years ago, at the beginning of puberty. It has 
grown rapidly during the last three years. There have 
been no symptoms except tumor. Fig. 33, a photo- 
graph of the patient from the left side, shows the 
globular tumor of the left lobe, which moved with deg- 
lutition; on palpation there was distinct fluctuation, 
and a clinical diagnosis of cyst was made. At the 
operation, under cocaine anesthesia, by Dr. Sowers, 
the tumor was removed with some difficulty. This 
was due to the fact that the capsule was thin, the 
tumor soft and friable, and there were numerous ves- 
sels entering the capsule. There were no postopera- 
tive complications, no tachycardia. The gross ap- 
pearance of the tumor, as shown in a painting by 
Miss Hayes (Fig. 34), is that of a soft colloid adenoma. 
There is one cavity filled with hemorrhage, very little 
stroma, and numerous areas of degeneration; the 
capsule is unusually thin. The lighter color is due to 
the absence of hemorrhage and to colloid degeneration. 
Microscopically, we find large colloid vesicles, small 
vesicles, young thyroid tissue, and some cysts with 
intracystic papillomatous growth. (Fig. 35.) The ap- 
pearance of the tissue near the area of hemorrhage is 
shown in Fig. 36. 


Colloid adenoma, in- 
Excision of lejt lobe. January, 


Mrxep ADENOMA — SINGLE TuMOoRS 
CASES 15 TO 21. Six of these cases were 
observed in the hospital clinic; the sections 
of the tumor in the seventh case were sent to 
me by Dr. Pratt of Boston. 
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Fig. 29. Case 10. Sketch of patient. m, submaxillary 


tumor; /, thyroid tumor. 


The age of onset in the hospital cases varied 
from fourteen to forty-two years; the duration 
of the tumor from three to twenty-nine years. 
The age of onset in case 21, Dr.Pratt’s patient, 
was fifty-five. I mention this here again to 
contirm the statement of Kiister, referred to in 
the beginning of this paper, that one must be 
careful not to draw too positive conclusions 
from. statistical studies of a relatively small 
group of cases; for example, in our own series 
the oldest age of onset in adenoma has been 
forty-two, while in the two cases sent to me 
by Dr. Pratt both patients were over fifty 
before the tumor was observed. Adenoma, 
therefore, as well as cysts, may be expected 
at almost any age. 

In our six cases of mixed adenoma the onset 
of the tumor was coincident with puberty in 
one; with pregnancy in none; after pneu- 
monia in one (case 15); and in one case (18) 
the tumor, which had been small for a number 
of years, grew rapidly after the menopause. 
In case 16, the onset of the tumor was coin- 


Fig. 30. 


Case 10. Photograph of alcohol specimen. 
Hemisection. 


Colloid adenoma; hemorrhagic. 


cident with marriage late in life. In the other 
two cases there is no etiological factor. 
Pressure symptoms were present in two 
cases (16 and 1g). In these two cases the 
tumor involved the left lateral lobe; in one 
the tumor was only 5 cm., in the other 6 cm. 
in diameter. In case 17, a tumor of the isth- 
mus, 8 x 5 x 4 cm., there were no symptoms 
except tumor, and in a second case (20) a 
tumor involving the entire left lateral lobe, 
8 x 6 cm., there were no pressure symptoms. 
These facts again illustrate the point that 


Fig. 31. Case 10. Microphotograph. Low power. 
Colloid adenoma; capsule of tumor. x, compressed thyroid 
tissue; y, colloid adenoma; s, young thyroid tissue. 


138 
UE 
mM 
| 
stag no 


BLOODGOOD: ADENOMA OF 


Fig. 32. Case 10. Microphotograph. Low power. 
Section near area of hemorrhage in colloid adenoma. 


pressure symptoms do not always have a defi- 
nite relation to the size of the tumor. Appar- 


ently, if the muscles and fascia are gradually 
stretched by the growth of the tumor, it dis- 
locates itself forward, and does not press suffi- 


ciently on the deeper structures. On the other 
hand, if the tumor grows rapidly and is asso- 
ciated with an inflammatory condition outside 
the capsule, as noted by Cushing in case 6, 
pressure symptoms may appear early, and 
before the tumor has reached a relatively large 
size. I mention this clinical phenomenon 
because of its supposed importance in the 
differential diagnosis between benign and ma- 
lignant lesions of the thyroid. This accumu- 
lated experience with adenoma, and that to 
be published later with simple goiter, demon- 
strates that there are quite a number of ex- 
ceptions, and pressure symptoms may be 
present with relatively small tumors and simple 
goiters which are not malignant. So far, in 
adenoma and cysts, bloody expectoration has 
not been noted; a phenomenon not uncommon 
in simple goiter, but perhaps more frequent 
in malignant tumors of the thyroid. 

In cases 15, 17, and 18, atypical nervous 
symptoms were associated with the thyroid 
tumor. These will be discussed in detail with 
the clinical histories. 


THE THYROID GLAND 


Fig. 33. Case14. Photograph of patient from left 
side, showing tumor of left lobe. Colloid adenoma. 


The tumor was situated below the isthmus 
in one case (17), and in the left lobe in the 
remaining five cases. In cases 15 and 19, 
the mixed adenoma did not completely fill the 
left lobe; in the remaining cases, the entire 
lobe was involved. 

The gross appearance of these tumors has 
shown considerable variations. The majority 
are pictures of colloid and foetal adenoma. 
In other cases the picture is somewhat differ- 
ent. These points can be better illustrated in 
the discussion of the cases in detail. I want 
to call attention especially tothe colored paint- 
ings in cases 17, 18, 19, and 20. (Figs. 40, 43, 
47, 50) 


Case 15. Pathol. No. 4o15. Mixed adenoma of 
the lejt lobe. Excision of the left lobe. January 19006, 
well jour years. 

White female, aged 26; married at sixteen; two 
children and five miscarriages; youngest living child 
eight years; last miscarriage three years ago, as a com- 
plication of which there was pneumonia, and at this 
time the tumor in the left lobe was observed The 
tumor, although it has grown very little, is larger dur- 
ing the menstrual period. The patient has always 
been nervous and hysterical, but claims that since the 
appearance of the tumor the nervous symptoms have 
been more marked. The patient is poorly nourished, 
nervous, and restless, but there is no tremor, tachy- 
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Colloid aden- 


Microphotograph. 
oma with one intracystic growth. 


Fig. 35. Case ag. 


cardia, or palpitation, nor after the operation was there 
any rapid pulse. The left lobe of the thyroid is 
slightly enlarged, the seat of a definite tumor which 
moves with deglutition. At the operation under cocaine 
by Dr. Mitchell, there was no difficulty in enucleating 
the left lobe of the thyroid; the isthmus of the thyroid 
was narrow and not involved. 

The tumor was a nodule about 3 x 3 cm.; to its 
upper and outer pole there is a narrow zone of com- 
pressed thyroid tissue. In the tumor one can recog- 
nize spongy areas of colloid adenoma, coarse granular 
areas like foetal adenoma, and granular areas with 
increased fibrous tissue. (See Fig. 37, photograph 
from alcohol specimen.) 

The gross pathology of this tumor should be com- 
pared with Figs. 17, 20, and 24. It differs chiefly in 
the presence of the spongy colloid areas. Micro- 
scopically, the thyroid tissue mentioned at one end 
of the tumor shows compression and thyroiditis. The 
section of the tumor shows colloid areas, alveoli packed 
solidly with cells, areas of colloid degeneration in which 
the colloid material is mixed with degenerated and 
desquamated cells, areas of lymphoid cells, and a great 
deal of fibrous tissue within the tumor proper —a 
histological picture which, when I first studied the 
case in 1901, impressed me as suggestive of adeno- 
carcinoma, but at the present time I am inclined to 
view the lesion of the left lobe of the thyroid as one 
of chronic inflammation. This is the first tumor (ade- 
noma) that we have encountered with so much con- 
nective tissue and areas of lymphoid cells within the 
tumor proper. I do not find any areas of hemorrhage 
which might explain the histological evidence of chronic 
inflammation. Figs. 23 and 30 (see first paper, on 
Thyroid Cysts) illustrate pretty well the histological 
picture in this case. 
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Case 16. Pathol. No. 4462. 
lejt lobe of thyroid, with areas suggesting early adeno- 


Mixed adenoma oj the 


carcinoma. Excision of left lobe. 
years and three months well. 

A. H., a white woman, aged 49, was admitted to the 
clinic in October, 1g02. The swelling of the left lobe 
of the thyroid was observed seven years ago, shortly 
after marriage. The patient has had no children. 
During the last two years it has grown more rapidly, 
and there was shortness’ of breath. About a year ago 
she had an attack of palpitation of the heart. The 
tumor of the left lobe extends from the hyoid to the 
clavicle. It moves with deglutition. It is not nodular. 
The voice is a little harsh; there are no symptoms of 
exophthalmic goiter or nervousness. At the operation 
under cocaine anesthesia by Dr. Halsted, there was 
no difficulty in removing the enlarged left lobe. The 
isthmus and right lobe were normal. There were no 
postoperative complications. Fig. 38, a photograph 
of the alcohol specimen, shows an encapsulated tumor, 
a mixture of spongy areas of colloid adenoma, finely 
granular areas of the solid foetal adenoma, and a few 
cavities suggesting cysts. It resembles somewhat in 
appearance case 7. (Fig. 24.) Microscopically (Fig. 
39), the tumor is composed of colloid vesicles similar 
to colloid adenoma and solid epithelial vesicles lined 
by cells of a slightly higher type than in foetal adenoma. 
In some of these solid epithelial vesicles there are cell 
combinations which Ehrhardt (/oc. cit.) considers the 
earliest change of adenocarcinoma. In a section of 
the capsule of the tumor there is some normal thyroid. 
The histological picture, therefore, is that of a distinct 
tumor, and differs from case 15 (Fig. 27), which we 
are inclined to interpret as chronic thyroiditis. 


January 1906, three 


Colloid aden- 


Fig. 36. Case 14. Microphotograph. 
oma with area of hemorrhage. 
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Fig. 27. Case 15. Photograph of alcohol specimen. 
Question between mixed adenoma and chronic thyroiditis. 


Mixed adenoma in the 
December, 


Cast 17. Pathol. No. 5908. 
region of the isthmus. Excision oj tumor. 
1905, one year after operation well. 

White female, aged 46; unmarried; tumor fifteen 
years. The tumor, when first observed, was about 
I cm. in diameter, and situated above the sternal notch; 
it has grown slowly; four years ago, when the patient 
was run down in health by hard work, she observed 
slight tremor of the hands and shortness of breath; 
these symptoms rapidly disappeared under rest; prac- 


Fig. 39. Case 16. Microphotograph. Mixed colloid 


adenoma. 


Fig. 38. 
Hemisection. 


Case 16. Photograph of alcohol specimen. 
Mixed adenoma. 


tically, there had been no sympioms except tumor, 
which is very large. The swelling occupies the an- 
terior area of the neck, extending from the thyroid 
cartilage and overlapping the sternum. It projects 
laterally more to the right than to the left, and reaches 
in its upper level almost the angle of the jaw; it is 
globular in shape, firm, freely movable; it has not the 
form of a simple goiter, but of a cyst or solid tumor; 
there are no exophthalmic symptoms. There is no 
detailed note on the op ration p:rformed in December, 
1904, under cocaine anwsthesia by Dr. Halsted. The 
specimen received in the laboratory consisted of two 
masses, each about 8 x 5 cm. in diameter; it appar- 
ently represents the result of hemisection of a solid 
single tumor; each mass is partly covered with a dense 
capsule of fibrous tissue. Fig. 4o is a colored painting 
of the fresh section by Miss Hayes. The red areas 
have the spongy appearance of colloid adenoma; there 
is a good deal of hemorrhage in this tissue, which, in 
the fresh description, is noted as having the appearance 
of erectile tissue; the yellow areas resemble somewhat 
foetal adenoma, but they are softer and less granular. 
Microscopically, the red areas composed of small col- 
loid vesicles mixed with solid epithelial vesicles, but 
the epithelial cell is larger and of a somewhat different 
morphology than observed in the ordinary colloid or 
foetal adenoma. The yellow areas are composed al- 
most entirely of these solid vesicles of epithelial cells. 
(Fig. 41.) 

Remarks. This is the first case in which 
we have encountered epithelial cells of this 
peculiar morphology which may be due to 
some form of degeneration. 


Case 18. Pathol. No. 6553. Mixed adenoma oj the 
lejt lobe. Excision of tumor. January, 1906, six months 
well. 

White female, aged 52; tumor of the left lobe nine- 
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Fig. 41. Case 17. Microphotograph. 
Mixed adenoma; cells of a higher type. 


Low power. 


teen years. The tumor, when first observed, was 
situated in the upper pole of the left lobe. When the 
patient married, six years later, there had been very 
little growth. The patient has never been pregnant, 
but has observed that the tumor becomes larger during 
the menstrual period. Until four years ago, that is, 
for fifteen years, the tumor grew very slowly. During 
the last four years, after the menopause, it has grown 
more rapidly. There have been no symptoms, except 
when the patient bends over or raises her arm to comb 
her hair, she experiences a sensation described as 
“smothering.” The tumor is now very large; it oc- 


Fig. 42. Case 18. Photograph of Kaiserling speci- 
men. Mixed adenoma; hemisection. 
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Fig. 44. Case 18. Microphotograph. 
Mixed adenoma; cells of a higher type. 


Low power. 


cupies the left side of the neck, from jaw to clavicle, 
extends posteriorly to the plane of the mastoid, and 
anteriorly crosses the median line to the plane of the 
outer corner of the right eye. It has asomewhat glob- 
ular form, its vertical diameter is a little larger than 
the horizontal, it is smooth and tense, and in places 
gives the sensation of fluctuation; there is no enlarge- 
ment of the right lobe of the thyroid. 


When I examined this patient I had just 
finished the clinical study of my first paper, 
on Thyroid Cysts, but I had not completed 


my present study of adenoma. I thought at 
that time that one could make a pretty posi- 
tive diagnosis of a thyroid cyst, and considered 
that this case fulfilled the indications to justify 
such a diagnosis. 

At the operation in July, 1905, under cocaine anes- 
thesia, I found little difficulty in removing this tumor. 
It was somewhat adherent to the larynx and trachea; 
to the right of the tumor in the position of the right 
lobe of the thyroid I found a small piece of apparently 
normal thyroid tissue, which I think represented the 
right: lobe. ‘The tumor was a solid encapsulated mass 
11 Xx 10 cm. Fig. 42 is a photograph of a section 
through the entire tumor which has been preserved 
in Kaiserling. Fig. 43 is a colored painting by Miss 
Hayes from the same Kaiserling specimen. Unfor- 
tunately, we were unable to get a painting from the 
fresh specimen. But this painting of the Kaiserling 
specimen represents very accurately the fresh appear- 
ance. The peculiar lobulation of an adenoma _ is 
well pictured; here and there there are little areas of 
hemorrhage, and towards the center of the tumor in- 
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Fig. 45. Case18. Microphotograph. High power. 
Mixed adenoma; cells of higher type. 

creased stroma. Microscopically, the tumor is com- 
posed of solid alveoli of epithelial cells, closely resem- 
bling Fig. 41. (Case 17.) These are illustrated in Fig. 
44, low power, and Fig. 45, high power. I have been 
unable, so far, to demonstrate any colloid alveoli. A 
piece of the thyroid tissue of the right lobe exposed at 
operation demonstrates slight chronic thyroiditis, the 
usual histological picture of compressed thyroid tissue. 
Cell-degeneration is frequently seen in the center of 
the epithelial vesicle of the tumor. The cells are of 
an unusually large size, and take the stain very faintly, 
making a microphotograph difficult. They resemble 
somewhat the cell in Fig. 28 (case 9), Dr. Pratt’s 
specimen, in which the possibility of a parathyroid 
tumor was considered; a possibility, also, in this case. 


337 


Fig. 46. Case. 109. 


Sketch of patient. 
in left lobe. 


Showing tumor 
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Fig. 49. Case 19. Microphotograph. 
Mixed adenoma; hemorrhagic. 


Low power. 


Case 19. Pathol. No. 6755. 
orrhagic, of the left lobe. Excision of the lejt lobe. 
cent case.) 

White female, aged 47. Tumor of the left lobe six 
years; slow growth. During the last four weeks, 
change in voice; cough. No expectoration; no other 
symptoms. The patient comes from a region in North 
Carolina where goiter is common. ‘Two sisters of the 
patient have goiter. At the examination there is a 
small globular tumor of the left lobe. (See Fig. 46.) 
It moves with deglutition, is soft and fluctuates; the 
isthmus and right lobe are normal; the voice is husky. 
A clinical diagnosis of cyst was made. The operation 
was performed in October, 1995, by Dr. Halsted, under 
ether narcosis. At the beginning of the operation the 
patient became cyanotic, and artificial respiration was 
resorted to for a few minutes. This impediment of 
respiration was apparently due to the overextension 
of the head over a sandbag under the shoulders. After 
correction of the position of the head, there were no 
further complications from the anesthesia. Similar 
to case 18, the tumor was first aspirated, on the suppo- 
sition that it might be a cyst, in which event it could 
be opened and more easily enucleated. It was found 
to be a solid tumor. The removal of the left lobe was 
not difficult. Over the upper pole of the tumor there 
was a piece of normal thyroid tissue; the isthmus and 
right lobe were normal. There were no postoperative 
complications. Fig. 47 illustrates an encapsulated 
tumor. The tissue proper within the capsule is so 
stained with blood that it is difficult to make out its 
exact architecture, but there are some spongy areas 
like colloid adenoma, and on further section (Fig. 48) 
solid white areas resembling somewhat Fig. 43. (Case 
18.) Microscopically, the thyroid tissue of the left 
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lobe outside the tumor and at the isthmus; a piece 
of each removed at operation shows slight chronic 
thyroiditis. The tumor is composed of small and 
medium alveoli, lined, as a rule, by a single layer of 
epithelial cells, smaller and of a different morphology 
than those in cases 17 and 18, but similar to case 14 
(see Fig. 35), except there is very little colloid material; 
hemorrhage is present everywhere, chiefly between the 
epithelial vesicles in the stroma; in some places it is 
in the epithelial vesicle, in other areas hemorrhage 
has entirely replaced tumor tissue; the stroma is scanty, 
but in it we can recognize large blood-vessels. Fig. 49 
illustrates an area in which the epithelial vesicle is 
distended and shows the areas of hemorrhage. I am 
inclined to view this case as the early stage of a hem- 
orrhagic cyst, and that later the tumor would have 
resembled case XVI. (P. No. 5934. See first paper, 
on Thyroid Cysts, Figs. 26 and 27.) In the cyst all 
the epithelial vesicles are compressed. 

Case 20. Pathol. No. 6833. Mixed adenoma oj 
the lejt lobe. Excision of lejt lobe and part of isthmus. 
(Recent case.) 

White female, aged 18; tumor four years, one year 
after the first menstrual period. The tumor, when 
first observed, was the size of a chestnut, and has 
gradually involved the entire left lobe. There have 
been no other symptoms. The clinical appearance 
of this tumor is similar to that in case 19. (Fig. 46.) 
At the operation under ether narcosis by Dr. Halsted, 
the anwsthetic was badly taken; there was difficulty 
in respiration and much mucus. In removing the left 
lobe there was considerable difficulty, due to the ex- 
tension of an elongated tip of the lobe left into the 
mediastinum. In dividing the isthmus, normal thyroid 


Case 21. 


Fig. 51. 
Mixed foetal and colloid adenoma. 


Microphotograph. | Low power. 
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Case 21. 


Pig. 52. 
Mixed foetal and colloid adenoma. 


Microphotograph. High power. 


tissue was found. 
plications. 

The size and shape of the encapsulated tumor re- 
sembles that in case 19 (Fig. 47), but its cut surface 
is not hemorrhagic; it is composed chiefly of white 
granular areas, in which there are irregular islands of 
reddish spongy areas — the naked-eye appearance of 
a colloid and foetal adenoma. (Fig. 50.) Microscopi- 
cally, there is a mixed picture; there are colloid vesicles, 
solid epithelial vesicles with cells of a higher type, areas 
of hemorrhage and degeneration, and a few areas in 
which the arrangement of the cell and stroma resembles 
an intracystic papillomatous growth. Histologically, 
therefore, this tumor is similar to cases 17 and 19, 
except that, in addition, there are areas of intracystic 
papilloma, a rare form of adenoma which will be illus- 
trated and discussed in cases 24 and 25. 

Case 21. Pathol. No. 6479. Mixed jetal and col- 
loid adenoma. Sections sent by Dr. Pratt of Boston. 

White female, aged 58; tumor of one lobe three 
years. The tumor was a mass 7 x 5 x 4 cm,, thin 
capsule, rather soft friable material; a small cavity 
in the center, into which the tumor tissue projects like 
polypoid growths; the surface appearance, I am in- 
clined to think, was similar to case 14. (Fig. 34.) Fig. 
51, low power, and Fig. 52, higher power, microphoto- 
graphs, illustrate the combination of colloid and feetal 
adenoma. 

Cases 22 and 23, multiple mixed adenomata; 
case 24, a small adenoma of the right lobe, with 
metastasis to the glands of the neck; and case 
25,an intracystic papillary adenoma, will be dis- 
cussed in my third paper, which, in addition, 
will consider malignant tumors of the thyroid. 


There were no postoperative com- 
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MY PROCEDURE FOR RETRODISPLACEMENTS OF THE UTERUS 


CONTRIBUTED TO SURGERY, GYNECOLOGY AND OBSTETRICS 


By TH. TUFFIER 


Associate Professor of the Faculty of Medicine, Paris; Surgeon to the Hospital Beaujou 


TRANSLATED BY W. B. 


HE most difficult part in the treatment 
of displacements consists in the indica- 
tions for operation and in the technique 
itself. 

The indications for operation depend, in 
my opinion, on the variety of the displacement: 
that is, upon its mobility and replacability. An 
adherent and immovable retroflexion cannot 
be treated by a simple fixation, nor can a non- 
adherent but non-replacable retroflexion be 
treated by simple reposition. Only a mobile 
and reducible retroflexion is suited to an opera- 
tive procedure intended especially for mechani- 
cal reduction. This variety alone will be con- 
sidered here. 

Movable and reducible retroflexion, so ex- 
tremely frequent, generally causes no trouble. 
It is very often associated with a general 
visceroptosis, and forms a part of that group 
of symptoms which I have classified under the 
name of ‘‘ The Physiological Inferiority of Tis- 
sues.”” (Concerning a Disorder Characterized 
by Physiological Inferiority of Tissues. La 
Semaine Medicale, Paris, 1894, xiv, p. 285.) 

I call your attention to this fact because a 
large number of women who complain of 
abdominal pains consider themselves amenable 
to measures for the correction of the position 
of the uterus which will put an end to the pains, 
even when, in most cases, the whole equilib- 
rium of abdominal statics is broken, and it is 
necessary to find a remedy for these pains in 
the improvement of the general condition and 
the tone of the tissues. 

But when it is well established that the retro- 
displacement is the cause, and the sole cause, 
of the pains, the operative techinque becomes 
the chief object of our thoughts. The pro- 
cedures employed are so numerous that there 
are few of our colleagues who do not possess 
their own. For my part, after having tried all 
methods to some extent, I have arrived at the 
following conclusions: For women of such an 
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age as to preclude the possibility of pregnancy, 
firm fixation of the uterus to the abdominal 
wall seems an excellent method, and hystero- 
pexy has always given me good results. — I 
have sometimes employed this operation in 
young women, but the frequency of dystocia 
following it has led me to look for a less aggres- 
sive method, and for six years I have employed 
the following procedure, which I can recom- 
mend, since its prolonged use has never disap- 
pointed me. 

It is necessary, in these cases, to preserve for 
the uterus a certain mobility and yet prevent a 
recurrence of the displacement. In order to 
retain a sufficient mobility of the uterus for 
pregnancy, it is necessary to keep the serosa of 
the uterus intact, so that the body of the uterus 
may evolve in its normal serosa. To be certain 
of correcting the displacement definitely, one 
has to leave the round ligaments of such a 
length as to prevent a recurrence of the dis- 
placement and long enough to permit the 
abdominal evolution of the uterine cornua. I 
believe this can be accomplished in the follow- 
ing way: 

After opening the abdomen, the uterus is 
replaced and the adnex examined for the 
presence of adhesions or chronic inflammation. 
Then I mark the origin of the round ligaments, 
with forceps, about a centimeter from the 
uterus, and, putting the patient in the Tren- 
delenburg position, the field of operation 
becomes superficial. I then pass catgut liga- 
tures beneath the round ligaments so as to 
include them in the following way: About one 
centimeter from the horn of the uterus I pass 
the first ligature, then two others about two 
centimeters apart. I thus have three ligatures, 
whose loops include the whole thickness of the 
round ligament. I usually begin on the left 
side, which is more remote and easier to oper- 
ate. The three ligatures, thus placed, enable 
me to bring ihe uterus outward. I next place 
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three ligatures around the right round ligament, 
two centimeters from the horn of the uterus 
and two centimeters apart. Then I determine 
exactly the point on the abdominal wall which 
will correspond to a perfect reduction of the 
retroflexion, and at this level I fix the round 
ligaments. For this purpose I separate the 
parietal peritoneum from the deep aponcurosis 
to the extent of two or three finger-breadths, 
and at a point on the lateral wall corresponding 
exactly to the round ligament I pass a needle 
through the parietal peritoneum to receive the 
end of each of the ligatures and bring them out 
between the parietal peritoneum and the deep 
aponeurosis of the muscles. Thus I have the 
ends of the ligatures which hold the round 
ligament, and about a centimeter of parietal 
peritoneum each, and it suffices to tie them 
firmly over the peritoneum of the corresponding 
sides to obtain union and fixation of each 
round ligament to the parietal peritoneum. 
Therefore, at the end of the operation, 1 have 
the uterus completely free beneath the parietal 
peritoneum, and each of the round ligaments 
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fixed to this peritoneum at a point correspond- 
ing to the lateral part of the broad ligament at 
this level. I then close the laparotomy incision, 
suturing the peritoneum, muscles, and skin 
separately. I am accustomed to tampon the 
vagina with one or two compresses to prevent 
the uterus pulling on the ligatures and tending 
to resume its malposition. 

I keep these patients in the dorsal position 
for eighteen or twenty days. 

I have examined a large number of my 
patients from six months to three or four years 
after operation, and can say that the results 
have been constant. 

I have employed this procedure in more 
than a hundred cases; three of these have gone 
through pregnancy and labor without any 
trouble resulting on the part of the statics of 
the uterus. It is this fact that prompts me to 
present the technique of this operation. 

I have employed the same procedure in 
certain cases of prolapsus. It is only necessary 
to determine the extent of prolapsus and to 
place five ligatures to obtain a perfect result. 


HAS EXPERIENCE SUSTAINED THE MORE RADICAL OPERATION 
FOR CANCER OF THE UTERUS?! 


By JOHN G. CLARK, M.D. 


Professor of Gynecology, in the University of Pennsylvania; Gynecologist in Chief to the University Hospital 


auguration of a new policy or the employ- 

ment of a novel operation, the inventor’s 

forecast may be too rosy, unless he be of 
unusually judicious temperament, and_ the 
final results may fall lamentably short of even 
his least anticipations. 

All who have been actively engaged in gyn- 
ecological surgery have passed through these 
stages of hope as various methods of treatment 
of carcinoma of the uterus have been presented 
for trial, but in the end have been disappointed 
in the ultimate results; and several prominent 
gynecologists have even fallen into a state of 
direct pessimism relative to the surgical cure 
of this disease. While the operative statistics 
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up to this time must dampen the enthusiasm 
of even the most ardent optimist, on the other 
hand they are sufficiently encouraging to cheer 
even the pessimist if he will only give the study 
of ultimate results an unprejudiced, critical 
review. 

It may be of some interest to the society for 
me to give a brief review of my present views 
relative to the operative treatment of cancer 
of the uterus, for it was in this hospital that I 
was granted, through Dr. Kelly’s courtesy, 
an opportunity, in 1893, to put into effect a 
more radical operation for the cure of cancer 
of the uterus. Up to that time vaginal hyster- 
ectomy had been the operation of election, and 
while the ultimate results from this operation, 


1A paper presented before the Johns Hopkins Medical Society, March, 1905. 
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as shown by a review of 48 cases by Dr. Russell, 
were as good as or better than those obtained 
in other clinics, they were still very discourag- 
ing. By contrast, the thorough operation, as 
advocated by Dr. Halsted for the breast was 
materially lessening local recurrences, and in- 
creasing the ratio of ultimate cures. The 
analogy between the breast with its axillary 
glands and the uterus with the broad ligament 
and iliac lymphatics appeared so intimate as 
to suggest urgently the inauguration of a more 
radical policy in the latter region, in the hope 
hat a greater percentage of ultimate cures 
might be effected. While the analogy then 
appeared self-evident and required no proof, 
‘he experience of the last twelve years has 
tended to disprove rather than to sustain the 
expectation of a higher rate of recovery. While 
my experience with the radical operation has 
not been so extensive as Wertheim’s of Vienna, 
it has been sufficient to rob me of the stimu- 
lating hope that by carrying out the most radi- 
cal measures the patient may be offered a 
greater chance for escape from her direful fate. 
In my first year’s experience in the gynecolo- 
gical dispensary I conceived the greatest horror 
of this disease, for so large a proportion of cases 
were inoperable when they first came to the 
clinic, and in the operable cases in such a 
preponderating majority the disease so quickly 
recurred after operation as to indicate urgently 
the necessity for the most active efforts to 
circumvent it, even when considerably advanced 
beyond its primary site. Hence the principle 
of operation was adopted to remove as 
much local and adjacent tissue with asso- 
ciated glands as was anatomically possible. 
The principle involved in the more radical 
operation proposed simultaneously by Ries, 
Rumpf, and myself was to make as wide an 
extirpation of the uterus and its broad ligaments 
as possible, and then carefully dissect out the 
iliac lymph-glands. While this operation was 
difficult and it was apparent that it would be 
followed by a much greater immediate mor- 
tality than the simpler vaginal or abdominal 
hysterectomy, we still hoped that the ultimate 
results would fully justify this procedure. I 
have watched these cases, therefore, with the 
most absorbing interest, and the conclusions 
from my own experience, as well as from that 
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of others, have caused me to abandon part of 
this theory, because the results have not sus- 
tained it. Part of this principle, however, I 
still advocate, viz., that all local tissue, as far 
as possible, should be removed, for, as my ex 
perience demonstrates, and as is further sus 
tained by other statistics, our patients die from 
local continuance of the growth, rather than 
from widespread glandular metastasis. There 
fore the widest local operation, without con 
sideration of glandular metastasis, is advisable, 
for if the glands are involved, recurrence is 
wellnigh unavoidable, regardless of the most 
radical measures. No man’s experience is 
yet sufficient to settle any point pertaining to 
any phase of the cancer question, and therefore 
the safest conclusion may be reached from a 
collective statistical study. 

A very pertinent query is, Does cancer give 
early metastasis? In answer we have various 
and very divergent opinions. Ries, who was 
the first to advocate a radical operation with 
a view to the eradication of the pelvic lymph- 
glands, still holds the opinion that metastasis 
occurs very early, and has consistently advo- 
cated the principle of glandular extirpation. 
Cullen was one of the first investigators to go 
on record against this theory, for he found in 
only a small proportion of cases involvement 
of the pelvic lymph-glands. 

As the result of his study he made the fol- 
lowing statement: “As a matter of fact, the 
glands are not often involved, at any rate only 
very rarely before the disease has advanced 
so far that the case has become inoperable.” 
And further, relative to cancer of the body 
he says: ‘‘ It may be safely said that in nearly 
all operable cases of adenocarcinoma of the 
body no glandular involvement has taken 
place.” This view of Cullen fully coincides 
with that of Winter, who found cancerous 
glands in only two cases in forty-four autopsies 
on patients when the disease was still confined 
to the uterus. 

With the statements of Winter and Cullen 
before us, the necessity for the radical removal 
of the glands seemed much less urgent, espe- 
cially as this extra step unquestionably pro- 
longed the operation very materially and added 
greatly to the dangers of shock, sepsis, and 
renal and ureteral complications. Neverthe- 
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less, my own policy, until four years ago, 
favored the radical operation with the extir- 
pation of the adjacent glands. Since then, 
however, as I have frequently stated, I have 
considered the removal of the glands of prog- 
nostic rather than of curative value. As in 
many of the practical fields of surgery, so here, 
the radical operation was more or less exten- 
sively employed, and Werder of Pittsburg 
antedated Wertheim in the proposal of a radical 
operation, which possessed technical advan- 
tages over the methods employed by Ries 
and myself. Notwithstanding Werder’s for- 
mer advocacy of the more radical operation, 
he has recently returned to the use of the 
actual cautery, performing a high amputation 
along the lines originally laid down by Dr. 
John Byrn of Brooklyn. experience, 
therefore, has not apparently justified the more 
radical procedure. 

The statements of Cullen and Winter were 
quickly challenged by Peiser, Wertheim, Ries, 
and others, Wertheim claiming that metastases 
had been overlooked by these observers because 
serial sections had not been studied. Thus 
Peiser, in a considerable number of autopsy 
cases, found the glands involved in 50 per 
cent. 


Wertheim, after perfecting his opera- 
tion, reported 60 cases in 1got, and as a result 
of careful serial sections of the glands removed, 
he found 31.7 per cent of all cases involved, 
and in 15 per cent of the earliest cases there 


were demonstrable metastases. He therefore 
discovered a much larger percentage than 
either Winter or Cullen, and thus justified the 
further trial of the more radical operation. 

Schauta of Vienna, whose experiénce with 
vaginal hysterectomy has been very extensive, 
has recently studied the question of glandular 
metastasis most thoroughly, and has furnished 
data which strongly sustain his plea for a local 
radical operation, rather than a widespread 
search for glandular metastasis. He therefore 
takes strong issue with Wertheim. In_ this 
study of 60 cases, which have died either as 
the result of the operation or from the natu- 
ral effects of the cancer, each case has been 
most thoroughly investigated to determine the 
frequency of glandular metastasis and the re- 
lationship of the pelvic to the higher retro- 
peritoneal lymph-glands. 
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In order to study the glandular areas accord- 
ing to topographical localities, Schauta divides 
them as follows: 1. The sacral glands, which 
are found on the anterior surfaces of the sacrum 
and in the mesentery; 2. The iliac glands, 
which are situated in the triangle between the 
externaland the internal iliac vessels, also along 
the course of the common illiac vessels. These 
two groups of glands he looks upon as being 
the so-called operable areas, in that they 
may be reached during the course of hyster- 
ectomy. 

Under the first group of glands which cannot 
be reached by operation are the glands situated 
along the sides of the aorta, from its bifurca- 
tion upward to the renal vessels; 2. The coeliac 
glands, which are situated between the renal 
vessels and the diaphragm; 3. The superficial 
inguinal glands; 4. The deep inguinal glands. 
While the inguinal glands are unquestionably 
operable, they are comparatively seldom in- 
volved in cancer of the cervix. Therefore they 
need not be seriously taken into consideration 
in the more radical methods of operation. 

In Schauta’s series of 60 cases, death followed 
operation in 11, 9 died of intercurrent affec- 
tions, and 40 from the natural termination of 
the disease. In considering the question of 
operation in these cases from the standpoint 
of glandular metastasis, he divides them into 
the following groups: Group 1, both the lower 
and upper series of glands free of disease in 
26 cases—43.3 per cent; group 2, the lower 
pelvic glands carcinomatous, while the upper 
glands were free in 8 cases—13.3 per cent; 
group 3, the lower glands free, but the upper 
the seat of metastasis in 5 cases—8.3 per cent; 
group 4, both the upper and the lower series 
of glands involved in 21 cases—35 per cent. 
From this study of cases it is evident that there 
were 48.5 per cent of cases in which the lower 
glands were carcinomatous, but only 13.3 per 
cent could have been saved by the most radical 
operation, for in the larger proportion the 
upper series of glands which could not be re- 
moved were involved. 

It is also a rather startling fact that notwith- 
standing the majority of these patients came 
to their death as the result of the natural ter- 
mination of the disease, 43.3 per cent were 
entirely free of carcinomatous metastasis. Jn 
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my opinion, it is this class oj cases in which no 
metastasis has occurred with which we must 
definitely reckon in considering the permanent 
cures jollowing hysterectomy jor cancer. 

Relative to the time of metastasis, recent 
observers have pointed out the peculiar fact 
that the extent of the disease by no means 
furnishes any criterion as to the presence or 
the extent of the metastasis. Also, another 
fact which has been prominently brought into 
the foreground, especially by Schauta, Kun- 
dradt, and others, is that the size of the gland 
is of no clinical value in deciding whether it 
is the seat of cancer. In this series of Schauta’s 
cases it is seen that although the majority of 
his patients died without any operative inter- 
vention, in almost one half of the cases the 
cancer was still a local disease. Certainly, 
as yet, no one has satisfactorily explained the 
peculiarities of metastases in these cases: why 
a cancer which is only starting upon one lip 
of the cervix should give metastasis, and an- 
other case of the most advanced local involve- 
ment should be free from this sequel. 

Another peculiarity of glandular metastasis 
is that a lymph gland may be greatly enlarged 
and can be palpated as a well-defined mass, 
and yet may not be involved, whereas a minute 
adjacent gland is found on microscopical exami- 
nation to be the lodging-place for cancer-cells. 
Relative to this question of lympahatic involve- 
ment, Schauta, Kroenig, and others are skepti- 
cal as to whether cancer always continues to 
develop after it is lodged in the lymph-glands. 
They believe that in a certain proportion of 
cases the malignant cells do not grow, but, on 
the other hand, are either retained in the lymph- 
glands as foreign bodies, or undergo degenera- 
tion and are destroyed. 

From these observations it would seem that 
the prolongation of a radical operation, with 
its attendant higher mortality, may not be 
justifiable. This would seem to be especially 
true if, in general, Schauta’s observations are 
confirmed, that in only 13.3 per cent of cases 
where there is glandular metastasis it is local- 
ized to the pelvic areas, which might be totally 
extirpated. Then, too, a point which has been 
seriously considered lately is the fact that the 
glands alone are not the sole nesting-places 
for cancer-cells, for the lymph-vessels and con- 
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nective tissue surrounding these vessels have 
in some instances been involved. 

As the results of Schauta’s study, he comes 
to the following conclusions: 1. In any case 
of uterine cancer in which the operable group 
of glands is involved, it is probable that the 
higher situated glands are likewise invaded, 
thus making a radical operation impossible; 
2. Large, hard, infiltrated glands are fre- 
quently not cancerous; 3. Even the smallest 
glands may be cancerous; 4. Cancer is not 
strictly confined to the glands, but may be 
found in lymph spaces, connective tissue, or 
in veins between the glands. 

With these facts before us, the outlook for 
an improvement in the mortality-rate, follow- 
ing a more radical operation with extirpation 
of the lymph-glands, is, to say the least, dis- 
couraging. While we may consider Schauta’s 
statistics as coming from an operator who is 
predisposed in favor of vaginal hysterectomy, 
we do not find much to offset his conclusions 
in the work of Wertheim and _ his assistant 
Kundradt, who are equally strong advocates 
of the radical abdominal operation. 

In Wertheim’s last report of cases I am 
inclined to the opinion that he has not sus- 
tained his position; on the contrary, his sta- 
tistics tend to sustain his opponents’ conten- 
tion. 

In Kundradt’s study of 80 operative cases of 
Wertheim’s he found the location of cancer 
as follows: 

A. Cervix involved, both parametria in 
volved, lymph-glands of both sides 


Cervix involved, one parametrium in- 
volved, lymph-glands of both sides 


Cervix involved, both parametria in- 
volved, lymph-glands of both sides 
free 

Cervix involved, one parametrium in- 
volved, lymph-glands of the same 
side involved 

Cervix involved, one parametrium in- 
volved, lymph-glands of the opposite 
side involved 

Cervix involved, both parametria in- 
volved, lymph-glands of one side in- 
volved 
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G. Cervix involved, one parametrium in- 
volved, lymph-glands of both sides 


H. Cervix involved, both parametria in- 
volved, lymph-glands of both sides 
involved 4 

I. Cervixinvolved, parametria free, lymph- 
glands of one side involved 

From this analysis it will be seen that in 
54 cases the lymph-glands were not involved, 
and therefore the radical operation, at least, 
could not be said to have helped the prospects 
of permanent cure, while the same procedure 
certainly was attended with much greater dan- 
gers of immediate mortality. If to the re- 
maining 26 cases we were to apply the results 
of Schauta’s research, only 13 per cent were 
operable from the radical standpoint, for, if 
his observations are correct, in only this small 
percentage was the metastasis located solely 
in the pelvic glands removed by the radical 
operation. 

In considering how cancer of the cervix 
grows, Kundradt divides the cases into three 
groups: 

1. Cancer grows in a compact mass, spread- 
ing uniformly out into the parametrium, and 
involving the latter in such a way that the 
advancing growth is not sharply circumscribed. 
In a second class of this group the carcinoma 
is well circumscribed to the cervix, but in one 
place there is an outgrowth into the paramet- 
rium, usually along a lymph-channel around 
the blood-vessels, occasionally along the nerve- 
sheaths. 

2. Cancer sharply circumscribed to the cer- 
vix, but out in the parametrium metastases, 
either in the lymph-nodes or in the lymph- 
vessels. 

3. Cases in which both groups are com- 
bined, the primary tumor either growing in 
continuo, from the cervix into the paramet- 
rium, and further out in the parametrium 
metastasis, or the cancer grows in continuo 
on one side while the meta‘tasis is on the op- 
posite side. 

That Wertheim is laying less stress upon 
the extirpation of the gland is, I believe, shown 
in two paragraphs in his report of 1901. He 
says: 1. It is an error to consider that the 
chief stress is laid upon the extirpation of the 


SURGERY, GYNECOLOGY AND OBSTETRICS 


glands. Just as important, indeed more im- 
portant, is the widest possible removal of the 
parametrium. 2. According to his latest ob- 
servation, it is not necessary to remove the 
glands if they are not enlarged. 

Contrary to Wertheim’s conclusions upon 
this last point, Oehlecker, von Rosthorn, Kroe- 
mer, Cullen, Sampson, and others claim that 
the size of the gland bears no relationship to 
metastasis, for large-beaded glands may con- 
tain no trace of cancer-cells, whereas in the 
immediate vicinity a very small gland may 
contain many epithelial cells. Thus Wertheim’s 
latest statement, that unless the glands are 
palpably enlarged they need not be extirpated, 
is based upon a fallacy and cannot be main- 
tained, for if, as now appears certain, the fore- 
going observers are correct, the entire force 
of Wertheim’s argument in favor of the removal 
of the glands falls to the ground, and if he 
follows out the last principle we shall never 
be able to determine how much the removal 
of the glands has influenced the permanent 
recoveries. Certainly, a considerable number 
of cases in which no palpable glands are found 
will still be the seat of more or less metastasis. 
If, therefore, the principle of glandular ex- 
tirpation is to be of avail, it must be systemati- 
cally carried out in all cases, whether the glands 
are palpable or not, and therefore must not be 
influenced by the palpabilitvof the glands. 

In Wertheim’s operative cases we find that 
in 59 per cent the lymph-glands were not in- 
volved. In Schauta’s series, largely from cases 
dying from the natural results of the disease, 
43-3 per cent were free of glandular metas- 
tasis. 

Therefore from this comparative study I 
believe that Wertheim’s _ statistics sustain 
rather than disprove Schauta’s argument. 

When we take into consideration the fact 
that there is no regularity of metastatic dis- 
tribution; that the earliest cases may have 
already given metastasis; that when the lower 
accessible glands are involved, the upper inac- 
cessible glands, with the exception of only 13 
per cent, are also involved, —little argument 
is left in favor of the extensive dissection of 
the glands, with the largely added mortality 
that must necessarily follow this step from 
shock, infection, and other complications. My 
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own conclusion, therefore, although very re- 
luctantly reached, —for I had hoped for de- 
cided improvements in permanent results, — 
is, that we lose more than we gain in the radical 
operation when the glands are painstakingly 
extirpated, and to remove here and there a 
palpably enlarged gland will certainly not 
promote the patient’s interests, so far as a 
radical cure is concerned. My own rule, 
therefore, is, to remove one or more glands 
for microscopic examination, provided they 
are palpably enlarged and easily accessible. 
If metastasis is found, the prognosis is inevi- 
tably bad. If we are not to look for improve- 
ment in ultimate results from the radical 
operation with the removal of the glands, from 
what operative procedure may we gain the 
greatest good? Shall it be a high amputation 
of the cervix, either with the knife or actual 
cautery, a simple vaginal hysterectomy, a 
Schuckart’s vaginal hysterectomy facilitated 
by a paravaginal incision, or a radical opera- 
tion of Wertheim’s? Of these various methods 
I adhere to the abdominal. This I carry 
out most radically with the actual cautery, 
so far as the vagina and parametrium are 
concerned, and in this I revert to the prin- 
ciple so strongly insisted upon by Russell 
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after his study of forty-eight vaginal hyster- 
ectomies in the Johns Hopkins Hospital. He 
found almost invariably that there were re- 
currences at the site of the vaginal scar, and 
not in more or less widely remote metastatic 
areas. The rule, therefore, by which I work 
is to remove all possible tissue in the vicinity 
of the primary site of the growth, using the 
cautery rather than the knife. In general, 
the principles laid down in Wertheim’s latest 
publication are followed, which consist in the 
removal of a considerable cuff of vagina with 
the uterus, and as much parametrium as is 
possible, but not prolonging the operation by 
a dissection of the glands. In acting upon 
this principle I am influenced by the fact that, 
as yet, no operation has saved 50 per cent 
of cases, and that of Wertheim’s operable cases 
59 per cent showed no glandular metastasis, 
while even in the far advanced cases of Schauta 
there were 43 per cent free of lymphatic in- 
volvement, and that of the remainder which 
were involved only 13 per cent could have had 
their chances of a more radical cure enhanced 
by removal of the glands. This small per- 
centage of possibility is at least equalized or 
more than offset by the much greater imme- 
diate mortality of the very radical operation. 


THE GONOCOCCUS IN THE PUERPERIUM, WITH REPORT 
OF SEVENTEEN CASES ' 


By W. S. STONE, M.D., and ELLICE McDONALD, M.D. 


HE relation of gonorrhoeal infection to 
the puerperium has not been studied as 
fully as the importance of the subject 
demands. Some obstetricians have as- 
serted that it causes little or no morbidity, 
while others have reported cases with severe 
constitutional symptoms, high fever, and even 
death from infection in which the gonococcus 
was the only organism isolated. While this 
study has little bearing upon gonorrhceal in- 
fection during pregnancy, save for a suggestion 
as to its relation to premature termination, the 
results of the study will be better understood if 


the literature of both conditions is briefly re- 
viewed. 

Seitz (1) states that after the disappearance 
of the acute stage of gonorrhoea, conception 
may occur, as sufficient number of normal 
epithelial cells remain in the uterine mucosa. 
A postconceptional gonorrhoeal endometritis 
may occur during the first three months of 
pregnancy. 

Bumm (2) and Wertheim (3) think that the 
gonococci disappear with the further develop- 
ment of the pregnancy, and, when the decidua 
reflexa unites with the decidua vera, the cavity 


1 Read before the New York Obstetrical Society, December, 1905. 
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is free from micro-organisms. Exacerbations 
may occur immediately after labor from the 
bacteria remaining in the deep cervical glands. 

Singer (4) considers a growth of gonococci 
to be possible during pregnancy, for he has 
found them in pieces removed by curettage, and 
small abscesses have occurred, as a result of 
which hemorrhages and abortions are not in- 
frequent; in spite of such changes, however, 
pregnancy may continue. 

Frithenholz (5) thinks gonorrhoea is less often 
a hindrance to conception than is generally 
supposed, and that it is an infrequent cause 
of interruption of pregnancy, although gono- 
cocci have been found in the placenta by Fabre 
(6), Maslowsky (7), and Draghiesen (8). Frii- 
henholz believes the occurrence of acute symp- 
toms in the beginning of pregnancy to be due 
to the lighting up of a chronic process. This 
will account for both mild and severe puerperal 
disturbances in cases in which no vaginal ex- 
aminations have been made. ; 

Fehling (g) thinks that the infection usually 
occurs with or soon after conception, and that 
tubal disease develops before labor. 

Audebert (10) says that gonorrhoea causes 
pregnancy to terminate prematurely in two out 
of three cases. 

Noeggerath’s (11) classic paper, based upon 
his own clinical experiences before the dis- 
covery of the gonococcus, still forms the basis 
of our present knowledge of this special rela- 
tion of gonorrhoea, as well as that of the more 
general subject of chronic gonorrhoea. Noeg- 
gerath’s opinion of the importance and _fre- 
quency of this infection in the puerperium was 
first corroborated by Sianger’s study of 23 
cases in which 35 (or 15 per cent) had adnexal 
disease that could have been ascribed to the 
puerperium. He believes, however, that severe 
disturbance, as in the case reported by Graefe, 
in which the symptoms began 12 hours after 
labor, is rare. 

Steinbuchel (12) studied 328 cases of preg- 
nancy and found the gonococcus to be present 
in 70, and in three others, in which the findings 
were negative before labor, the gonococci were 
identified in the lochia during the puerperium. 
Sixteen per cent of these cases had a puerperal 
morbidity, while of 245 cases of pregnancy 
with negative findings, only 11 per cent had a 
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morbidity. Of 274 cases with a normal puer- 
perium, gonorrhoea was diagnosticated either 
clinically or microscopically in 18 per cent. 

Kronig’s (13) study of this subject is most 
complete, and contains practically all of the 
literature up to the year 1897. He found that 
in 296 cases of puerperal fever a gonorrhceal 
endometritis existed in 31. He calls particular 
attention to the necessity of excluding the 
presence of other bacteria which may cause a 
puerperal infection; it should also be known 
that the fever is not caused by disease of other 
organs, and that the infection has spread to 
a hitherto intact portion of the genital tract. 

Martin (14) has recently given the histories 
of 13 patients suffering from chronic gonorrhoea 
in eight of whom there was a rise of temperature 
during the puerperium. Although he con- 
siders the clinical course of this infection to be 
mild, the temperature rarely reaching 40° C. 
in any of these cases, yet he does not think the 
late appearance of the fever to be at all char- 
acteristic. In two of his cases it appeared 
during labor, and in five it began late in the 
puerperium. 

Feis (15) pictures the clinical symptoms as 
those of an acute salpingitis lasting from three 
to ten days and beginning early in operative 
cases. He mentions the possibility of confus- 
ing this infection with an appendicitis, and he 
thinks a high pulse with a relatively low tem- 
perature to be characteristic. Fehling also 
speaks of the relatively high pulse. 

Taussig (16) says the symptoms begin on 
the sixth day, with a profuse yellowish and 
odorous discharge that is very irritating to the 
external genitals. Rigors or a distinct chill 
then occur, followed by a temperature of 103° 
F. and a pulse ranging from 100 to 110; colicky 
pains, headache, and general malaise are also 
present. The fever may be high for two or 
three days without the irregularity seen in 
streptococcus infections. 

Kronig (13) found that the fever was the first 
symptom to appear, and reached its maximum 
in the largest number of cases on the third day. 
The infection either remained localized and 
symptoms disappeared in three to four weeks, 
or was transferred to other parts of the body. 
He has seen a salpingitis from gonorrhoeal in- 
fection on the eighteenth day of the puerpe- 
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rium, and acute pelvic peritonitis with the 
formation of a purulent exudation in Douglas’s 
cul-de-sac on the twelfth day. He particu- 
larly emphasizes the fact that gonorrceal en- 
dometritis may exist in the puerperium without 
fever, as this occurred in 9 out of 50 observa- 
tions that he made. 

Although the transference of this infection 
from the genitalia of puerperal women to other 
parts of the body has been noted by a few 
authors, yet recent investigations upon gonor- 
rhoeal urethritis in the male have shown that 
general infection is not uncommon. 

Young (17) has reported such cases, and 
Wynn (18) has given a description of the post- 
mortem lesions of several cases of general gon- 
orrheeal infection. 

C. K. Winne, Jr. (19), in a scientific review 
of some of the extragenital lesions due to the 
gonococcus, has included some references that 
are of considerable importance in connection 
with this paper. He mentions Bichelonne’s 
case of general infection with secondary locali- 
zation, showing how a mild urethritis may be 
the starting-point for a much more serious con- 
dition, either by extension of the infection to 
neighboring organs of the genito-urinary tract, 


by actual invasion of the blood-current with 
the organisms, or merely from an absorption 


of their toxins. A reference is made to Pidoux, 
who, in 1866, called attention to the pallor, 
cyanosis, and slight but rapid emaciation as 
a manifestation of a toxemia. In addition to 
the work on gonococcus toxins by De Christ- 
mas and Wasserman, two cases are given of 
gonorrheeal infection, reported by Krause (20), 
with proofs of the existence of the gonococcus 
in the blood, showing the possibility of this 
condition in the puerperium. 

Harris and Dabney (21) have recently re- 
ported a fatal case of gonorrhoeal endocarditis 
in the puerperium, and refer to two suspected 
cases. 

Heller (22), in a paper on Phlebitis Gonor- 
rhoica, collects 24 cases from the literature, 
and reports one case. More extended ob- 
servations may show this infection is the cause 
of some cases of phlebitis and thrombosis oc- 
curring in the puerperium without any other 
discoverable evidences of infection. 

The seventeen cases here reported were 
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studied in the wards of the Lying-in Hospital’ 
in 1904, and were collected from 172 cases of 
pregnancy. The clientéle of this hospital is 
mainly recruited from the lower East Side of 
New York, and the cases include many na- 
tionalities. Only selected cases were examined 
for the gonococcus, and in suspicious cases 
repeated examinations were made until a 
definite positive or negative result could be 
obtained. 

In this hospital, bacteriological examina- 
tions are made as a routine in all cases of fever 
in the puerperium, and the taking of intra- 
uterine cultures offered an opportunity to ex- 
amine for the gonococcus by means of smears. 
In addition, many cases were examined for the 
gonococcus without intra-uterine cultures being 
taken. Among these were cases in which the 
fever was not high enough or too transient to 
offer an indication for intra-uterine examina- 
tion, and cases in which there were other in- 
dications for examination for the gonococcus. 
In all, 53 cases were examined for the gono- 
coccus, and some of these were examined many 
times, for, unless the organism was distinctive 
and characteristic, repeated smears were made 
until the diagnosis was decided. 

All our cases came under observation after 
labor had begun, so that we were unable to 
watch the effects of the disease during the 
course of pregnancy. Several cases had evi- 
dences of a possible gonorrhoea, asa history of 
vaginal discharge with or without the presence 
of condylomata vulvo-vaginal abscess, 
but these were not considered in the study 
until the gonococci could be demonstrated 
microscopically, although such cases were 
treated at labor with great care, so as not to 
spread infection from the original focus. 

Demonstration of a  biscuit-shaped intra- 
cellular diplococcus, of the morphology of the 
gonococcus and negative to Gram’s stain, was 
considered sufficient evidence upon which to 
base a diagnosis of gonorrheea. Other diplo- 
cocci, negative to Gram’s and corresponding 
to Bumm’s coccus, were found; but it was 
possible, by repeated examinations and their 
extracellular character, to differentiate them 
from the gonococcus. Smears were taken at 

1We are indebted for assistance in the bacteriological part of this 


study to Dr. Martha Wollstein, tormerly pathologist to the Lying-in 
Hospital, and her assistant, Dr. Caroline Finley 
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various times in the puerperium, and it was 
found difficult to demonstrate the gonococcus 
until pus-cells appeared in numbers in the 
lochia. Smears taken in the early part of the 
puerperium were found to be obscured by 
blood-cells. Demonstration of the organism 
was seldom successful before the fifth day, and 
increased success was obtained as the puer- 
perium advanced. The site in the genital 
canal, which gave the greatest success in find- 
ing the organism, was within the cervix and 
about the level of the internal os. Vaginal 
smears were occasionally successful, but it was 
found difficult to distinguish the gonococcus 
on account of other organisms, which were 
more prevalent as the puerperium advanced. 
Several unsuccessful attempts were made to 
cultivate the gonococcus; in three instances 
there was overgrowth with other organisms. 
Streptococci were found associated with gono- 
cocci in two cases, and the colon bacillus in 
one case. These cases will be indicated in the 
tables. In three cases, intra-uterine cultures 
were negative, while gonococci were demon- 
strated in smears by special staining. In 
eleven cases without intra-uterine culture, the 
gonococcus was demonstrated upon cervical 
smears by special staining; in four of these it 
was the only organism noted, and in the other 
five, other organisms, as ‘‘ Gram-negative 
bacilli,” ‘‘ Gram-positive bacilli,” and “ Gram- 
negative cocci,’’ were found. 

Acute purulent conjunctivitis in the infant 
has been accepted in some studies as evidence 
of gonorrhoea in the mother.!| This was found 
in our investigation to be fallacious, and was 
only considered an indication for the thorough 
bacterioscopic examination of the lochia. In 
all institutions, in spite of great care, there is 
the possibility of infants acquiring gonococcus 
conjunctivitis by other causes than vulvar dis- 
charges. Every precaution was taken to pre- 
vent such infection, and when such infections 
occurred, the infants were immediately isolated. 
Infants with purulent conjunctival discharge, 
not known to be due to the gonococcus, were 
kept separate until a bacterioscopic examina- 
tion could be made. No convalescent mother 
was allowed to carry or touch any baby save 


The Influence of Gonorrhora in the Puerperium. Transactions 
North of England Obstetrical and Gynecological Society, 1000. 
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her own, and wet-nurses were examined for 
gonococci before they were permitted to nurse 
healthy babies. All babies with infected eyes 
were brought by special nurses to their mothers 
for feeding. Their eyes were carefully ban- 
daged, and every precaution was taken to keep 
them apart from the other babies. Nurses 
attending mothers were not permitted to care 
for any of the babies, nor were the baby-nurses 
permitted to attend the mothers. In spite of 
these precautions of isolation and special care, 
two infants with healthy mothers acquired 
gonococcus conjunctivitis during this time, 
and repeated bacterioscopic examinations of 
mother’s uterine and vaginal discharges, at 
various periods in the puerperium, showed 
that the gonococcus was not present. For this 
reason no cases have been included in this 
series, save those in which the gonococci were 
found in the vaginal or uterine discharges. 

Holt’s recent study of gonococcus infections 
in children has shown that it is practically im- 
possible to prevent the occurrence of the dis- 
ease in institutions. 


CAsE 1. PREMATURE LABOR—INFECTION WITH STREP- 
Tococcus, Gonococcus, AND CoLon BACILLUS 


Primipara, aged 18. Premature labor occurred six 
days before admission to the hospital. A seven 
months’ child lived only one hour. Since the second 
day of puerperium, she had had abdominal pain and 
fever. Upon admission to the hospital the tempera- 
ture was 104° F.; pulse 110, regular, of high tension. 
Neither abdominal tenderness nor rigidity was present. 
Uterus was well involuted. Vaginal examination 
showed many vulvar condylomata and a profuse puru- 
lent discharge. The uterus was anteverted, soft, 
tender, and immovable. The os admitted one finger, 
and no retained gestation products could be felt. The 
lateral fornices were extremely tender, and on the 
right side there is a fixed mass of moderate size. A 
rectal examination corroborated the vaginal. A smear 
from inside the cervix showed gonococci and strepto- 
cocci. Culture from the interior of the uterus gave a 
pure growth of streptococci. The blood-culture was 
negative. Leucocyte count was 29,000, of which go.5 
per cent were polymorphonuclears. Urine showed a 
trace of albumin with hyaline casts. Leucin and 
tyrosin were absent. The diagnosis at this time was 
septic endometritis with gonorrhoeal salpingitis. On 
the seventh and eighth day her condition was un- 
changed. Bowels moved freely. Evening tempera- 
ture was 102°, with morning remission. There was 
a slight pain in the hypogastrium. On the eighth day 
the temperature was 103° in the evening and pulse too. 
No abdominal rigidity was present. On the ninth 
day, at 4 A. M., after a large movement of the bowels, 
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the patient complained of sudden severe abdominal 
pain and difficulty in breathing. Pain was referred 
to the epigastrium and right lumbar region. It was 
peristaltic in character, intermittent, and_ intense. 
Tongue was dry, and there was slight vomiting of clear 
green fluid. Pulse rose to 120, and was thready. 
Abdomen was very markedly rigid and tender. Ex- 
pression was anxious, and patient cried out with pain. 
Vaginal examination showed slight fullness in the cul- 
de-sac, with marked tenderness, otherwise as before. 
Leucocytosis at this time was 11,000, of which 89.2 
per cent were polynuclears. Patient was put on the 
operating-table four and one-half hours after onset of 
acute pain and rigidity. Laparotomy was done under 
ether anesthesia in Trendelenburg position, with me- 
dian incision. On opening the peritoneum large quan- 
tities of seropurulent fluid escaped. Severe general 
peritonitis was present, with marked congestion of the 
visceral blood-vessels. Peritonitis was most intense 
in the pelvic region. Appendix was adherent to right 
tube and ovary. Right tube was large, much thick- 
ened and inflamed, and covered with tags of adhesions. 
Pus exuded from the fimbriated end. There were the 
remains of many recent adhesions in the region of the 
right tube and in the right side of the pelvis. Sero- 
purulent fluid had penetrated to all the interstices of 
the intestines. Right tube and ovary were removed 
with the uterus, leaving the left tube and ovary and 
stump of cervix. Pus exuded from the cut surface of 
the right broad ligament. The entire peritoneal 
cavity was flushed with hot saline. LIodoform gauze 
was passed through the cervix, and abdomen closed 
by through-and-through — silkwork-gut sutures, as pa- 
tient’s condition was poor. Death occurred after four 
hours, without rally. 

Blood-cultures on special media (serum agar and 
ascitic agar), taken just before operation, were nega- 
tive. Cultures taken at operation from the peritoneal 
pus and from the fimbriated end of the tube gave 
bacillus coli and streptococci; from the inner end of 
the tube, no growth; from the uterine cavity, no growth. 
Smears taken at autopsy from the peritoneal pus and 
from the fimbriated end of the tube showed strepto- 
cocci, gonococci, and bacilli, which were Gram nega- 
tive. Gonococci were also found in the inner end of 
the tube. 

Autopsy cultures showed from the heart’s blood 
streptococci; no gonococci on special media; from the 
peritoneal pus, streptococci and bacillus coli. 

Autopsy showed that there was a suppurative lym- 
phangitis extending through the broad ligament and 
general peritonitis. 

Diagnosis. Suppurative salpingitis and perisalpin- 
gitis. Septic endometritis. LLymphangitis. General 
septic peritonitis from infection with streptococcus, 
colon bacillus, and gonococcus. 

CasE 2. PLACENTA PRA&VIA MARGINALIS — GONO- 
coccus INFECTION 


Primipara at full term was brought in by the am- 


bulance, with uterine bleeding and in labor. Os was 
one finger dilated, long, and rigid, and the placenta 
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could ‘be felt partially overlapping the os. Mother’s 
pulse was 110 and foetal heart was 140. The cervix 
and vagina were packed tightly with gauze, and patient 
was put to bed until dilatation progressed. Pains 
continued with moderate severity, and seven hours 
after packing, patient was brought to the operating 
room and manual dilatation of the cervix followed by 
bimanual version, and breech-extraction per- 
formed. Placenta was manually extracted and uterus 
was not packed. A slight skin perineal tear required 
three sutures. Puerperium was uneventful until the 
sixth day, when a sudden rise of temperature to 103.8° 
occurred, with two chills, and a pulse of 130. There 
was pain and tenderness in the right lower quadrant 
of the abdomen and moderate rigidity of the right 
rectus. Cervical smear at this time showed gonococci. 
Temperature was normal on eighth day, and continued 
low, with slight rise; an ice-bag relieved the pain. 
Further convalescence was uneventful. Baby’s birth- 
weight was 3,250 grammes, and on the thirteenth day 
it had returned to birth-weight. The child’s tempera- 
ture was slightly irregular, reaching 100.6° and 100° 
on the second and twelfth days, respectively. There 
was slight intestinal disturbance with green stools after 
the sixth day, but recovery by treatment with rectal 
salines. 
Case 3. Gonococcus INFECTION 

A primipara at full term entered the hospital during 
the first stage of labor. Delivery was uneventful. 
Temperature went up twelve hours after labor at 100.4°, 
and continued high for eight days, reaching 103.8°, 
with pulse 120 on fourth day, when the uterus was ex- 
plored and douched with salt solution. Intra-uterine 
cultures and blood-cultures at this time were negative, 
and gonococci were obtained on a cervical smear. 
There was little or no abdominal pain or rigidity. Con- 
valescence was quick after the ninth day, and at the 
time of discharge from the hospital, uterus and appen- 
dages were free and not tender. Patient returned for 
examination after six weeks, and uterus was found to 
be free, well involuted, and appendages negative, but 
a profuse creamy purulent discharge from the cervix 
showed numerous gonococci by bacterioscopic exami- 
nation. Baby’s weight at birth was 3,500, and weight 
at discharge was 2,900. There was irregular tempera- 
ture, never reaching 100°, and marked intestinal dis- 
turbance with green stools. The baby did very badly 
after leaving the hospital, and was referred to the 
Babies’ Hospital, where it improved with artificial 
feeding. 

CASE 4. COLON AND Gonococcus INFECTION 

A primipara, aged 17, entered hospital four days be- 
fore labor. Temperature was normal during this time. 
Labor uneventful, and a progressive rise in temperature 
began on first day and continued for six days, reach- 
ing 102° on the fourth, fifth, and sixth days. Uterus 
was explored, douched, and packed with iodoform 
gauze on the fourth day. Intra-uterine cultures taken 
at this time showed colon bacilli, while gonococci were 
found on cervical smears. Rigidity was very marked 
in the lower abdomen on the second and third days, 
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and disappeared on the seventh day. There was a 
sharp pain in the right lower quadrant during the early 
part of the attack, but no mass could be palpated, al- 
though vaginal examination showed marked resistance 
and tenderness in the fornices without a definite mass. 
Temperature became normal on the ninth day, and 
examination at discharge showed a subinvoluted uterus 
with tender vaginal fornices. 

Baby’s birth-weight was 3,100 grammes, and weight 
at discharge was 2,500 grammes. Child did very 
badly, with irregular temperature, reaching 102.4° on 
third and 101.6° on fourth day. Intestinal disturbance 
was marked, with green stools and inflamed buttocks. 
On the ninth the eyes showed a purulent discharge, 
with the presence of gonococci; they were clean on the 
eleventh day. 

Placenta of this case showed areas of necrosis in the 
chorion, surrounded by small round-cell infiltration. 
This was limited to a small area, and extended to the 
villi. No gonococci could be demonstrated in the 
placenta. 

5. Gonococcus INFECTION 

A primipara at full term entered hospital in the first 
stage of labor, which was uneventful. Temperature 
was normal until the fourth day, when it rose to 101°, 
and to 101.8° on the fifth day. Irregular temperature 
lasted for nine days, reaching 101.8° on tenth day of 
the puerperium. There was slight abdominal pain 
and no rigidity. The lochia became purulent, and 
cervical smears showed numerous gonococci in pure 
culture. Patient has a history of cough for ten years, 
and had fine and coarse rales in both lungs, without 
dullness. Sputum was clear and tenacious, and did 
not show any tubercle bacilli or septic organisms on 
bacterioscopic examination. Examination at discharge 
showed uterus small and mobile, appendages free, and 
a profuse purulent discharge from the cervix. 

Baby’s birth-weight was 2,950 grammes, and weight 
at discharge was 2,750 grammes. Child’s tempera- 
ture was irregular, reaching 100° on the ninth and tenth 
days. There was slight intestinal disturbance, with 
green stools. 

CasE 6. Gonococcus INFECTION 

A primipara at full term entered hospital four days 
before labor. Temperature was normal during this 
time, but pulse once went to 120. Labor was pro- 
longed, and membranes ruptured when cervix was 
slightly dilated, and clear liquor escaped. Some liquor, 
which had been caught above the foetal head, escaped 
at birth, and was viscid and purulent in appearance. 
Temperature rose on labor-day to 100°, and continued 
high for nine days, with irregular intermissions, reach- 
ing 101° on third day and 100° on fifth day. There 
was marked pain and rigidity in the lower abdominal 
region on the third, fourth, and fifth days. On the 
second day the uterus was explored, douched, and 
packed with iodoform gauze, which was removed 
twenty-four hours later. Cultures taken at this time 
on blood agar, serum agar, and blood serum were nega- 
tive. Smears were negative after labor, after uterine 
exploration, and at removal of gauze, but gonococci 
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were found in a cervical smear taken on the seventh 
day of the puerperium. 

Examination at discharge showed a tender subin- 
voluted uterus, an enlarged right tube, and purulent 
uterine discharge. 

Microscopical examination of the placenta showed 
small infarcts and areas of very marked inflammatory 
infiltration, with polynuclear leucocytes in the chorionic 
membrane and villi, as well as in many of the inter- 
villous spaces. 

Baby’s birth-weight was 3,800 grammes, and weight 
at discharge was 3,300 grammes. The temperature 
was irregular, reaching 103° on the third day. In- 
testinal disturbance was not marked. 


Case 7. Gonococcus INFECTION. 


An elderly primipara entered hospital at full term, 
and two days before labor. Labor was uneventful, 
and a second-degree perineal laceration occurred and 
was repaired. Temperature was slightly irregular, 
reaching 1oo° on the first and fifth days. On the fifth 
day there was pain and rigidity in the lower abdominal 
region, more marked on the right side. Gonococci 
were found in a cervical smear taken at this time. 
Pain and rigidity lasted two days, and was relieved by 
an ice-bag. After the seventh day, puerperium was 
uneventful, and examination for discharge showed the 
pelvis to be negative. 

Baby did very badly, and ran an irregular high tem- 
perature, to1—-102° from the first to the seventh days, 
and on the eighth day temperature was 103°. After 
this time baby was artificially fed, but continued to 
sink. 

Baby’s birth-weight was 3,300 grammes, and weight 
at discharge was 2,400. Intestinal disturbance was 
marked, and green stools continued in spite of treat- 
ment. Child was removed from the hospital against 
advice on the fourteenth day, with temperature of 96° 
and moribund. 


Case 8. Gonococcus INFECTION 


A primipara at full term entered hospital in the first 
stages of labor. Low forceps-operation was done; 
a first-degree perineal laceration occurred and was re- 
paired. Patient ran an irregular temperature below 
gg.8° until the thirteenth day, when it reached 100°, 
and on the fifteenth day the temperature was 100.8°. 
After this it became normal, and remained so until 
discharge. Gonococci were demonstrated in cervical 
smears on the seventh day of the puerperium. Ex- 
amination for discharge was negative, and neither pain 
nor rigidity was noted. 

Baby’s birth-weight was 3,625 grammes, and weight 
at death on thirteenth day was 2,550 grammes. Baby’s 
temperature was slightly irregular, going up two days 
before death to 1oo.6°. Intestinal disturbance was 
marked, and there was progressive loss of weight until 
death occurred on the thirteenth day. A_ purulent 
discharge from the eyes appeared on the third day, and 
contained gonococci. This was absent on the fifth 
day. Post-mortem examination showed ileocolitis and 
marasmus. 
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CASE 9. Gonococcus INFECTION 


A primipara, aged 17, was admitted at full term. 
There was a history of profuse discharge during preg- 
nancy. Membranes had ruptured. Pelvis was flat, 
and a median forceps-operation was done. There was 
no perineal laceration. Temperature was slightly ir- 
regular, reaching 100.8° on the fourth day. Gono- 
cocci were found in a cervical smear on the fifth day. 
There was slight abdominal pain. Examination for 
discharge was negative. 

Baby’s birth-weight was 2,400, and at discharge on 
the tenth day the preliminary loss of 200 grammes was 
regained, and the weight was again 2,400 grammes. 


CASE 10. Gonococcus INFECTION 


A primipara at full term was admitted in labor. La- 
bor was uneventful. Temperature was irregular, but 
below 100° until the seventh day, when it rose to 101.6°, 
with pulse of 120. Gonococci were demonstrated in a 
cervical smear at this time. ‘Temperature was normal 
on the eleventh day, and patient was discharged on the 
sixteenth day. Vaginal examination for discharge 
was negative. 

Baby’s birth-weight was 2,725 grammes, and birth- 
weight was regained on the sixteenth day. 


CASE 11. Gonococcus INFECTION 


A primipara was admitted to the hospital before 
term, and temperature was normal until labor, two 
weeks later. Temperature did not rise in the puer- 
perium above g9.4°. Gonococci were obtained from 
the vaginal smears on the eighth day. Examination 
for discharge showed resistant and tender fornices, so 
patient was advised to return for examination. Bi- 
lateral salpingectomy was done five months later for 
purulent salpingitis. 

Baby’s birth-weight was 2,600 grammes, and weight 
at death on the tenth day was 2,550 grammes. On 
the seventh day purulent discharge from the eyes ap- 
peared, and gonococci were found microscopically. 
Baby’s temperature at this time went up to 102°, and 
remained high until death. Post-mortem examina- 
tion showed pneumonia, acute fibrinopurulent pleurisy, 
suppurative hypogastric arteritis, and suppurative 
meningitis, with no evidence of extension along the 
optic nerves. 


CaAsE 12. Gonococcus INFECTION 


A primipara at full term was admitted in labor, which 
was uneventful. Course of puerperium was unevent- 
ful. Gonococci were found in cervical smears on the 
eighth day. 

Baby’s birth-weight was 2,950 grammes, and weight 
at discharge on fifteenth day was 2,750. ‘Temperature 
was irregular, reaching 100° on the tenth and eleventh 
days. There was intestinal disturbance, with green 
stools and inflamed buttocks. 


CaAsE 13. Gonococcus INFECTION 
A primipara with a history of burning and pain on 
urination and profuse vaginal discharge four years be- 
fore, and of two abortions at three months, was ad- 
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mitted in labor. Labor was prolonged, and position 
posterior. Child was delivered by forceps, Scanzoni’s 
operatien being performed. Patient had mitral re- 
gurgitation, which complicated an otherwise unevent- 
ful puerperium. Gonococci were found in cervical 
smears on the seventh day. 

Baby’s birth-weight was 3,450 grammes, and weight 
at discharge on the fifteenth day was 2,900 grammes. 
Temperature was irregular, reaching 101° on the third 
day and 100.6° on the seventh day. Intestinal dis- 
turbance was marked, and green stools were present. 


Case 14. Gonococcus INFECTION 


A primipara at full term entered the hospital in labor, 
which was normal. Convalescence was uneventful, 
save for purulent lochia, in which the gonococcus was 
found. At discharge on the tenth day the uterus was 
fixed and parametria resistant. 

Baby’s birth-weight was 3,300 grammes, and weight 
at discharge was 3,500 grammes. ‘Temperature was 
slightly irregular, reaching 1oo.4° on the sixth day. 
Stools were green after the fifth day. 

STREPTOCOCCUS Gonococcus 
INFECTION 


CASE 15. AND 


A primipara, who had been delivered with forceps 
eight days before by an outside physician, was admitted 
to the hospital with puerperal infection. Temperature 
was ror° and pulse 120. There was profuse vaginal 
and uterine discharge and an infected perineal lacera- 
tion. Cervical smears showed streptococcus and gono- 
coccus. Intra-uterine cultures showed streptococcus. 
The uterus was curetted, douched, and packed with 
iodoform gauze. Convalescence was tedious, but un- 
eventful. Baby had very irregular temperature, run- 
ning up to ror®, and green stools, but improved on being 
nursed by another mother. 


CasE 16. PREMATURE LABOR—GoNocOcCUS 


INFECTION 


A primipara was admitted to the hospital three days 
after a premature labor at seven months. Puerperium 
was uneventful, except for a slight irregularity of tem- 
perature. Gonococci were found in the cervical dis- 
charge on the seventh day of the puerperium. 


PREMATURE LABOR — GONococcUS 
INFECTION 


CASE 17. 


A primipara at six and three-fourths months of preg- 


nancy was admitted to the hospital in labor. A vulvo- 
vaginal abscess had been opened the previous day in 
the dispensary of another hospital. Labor was un- 
eventful, and no vaginal douche was given after de- 
livery. 

On the first day, patient had sudden severe pains 
crampy in character, and located in the lower abdominal 
region. Breathing caused pain, and there was slight 
vomiting. Rigidity of the abdominal muscles was 
marked, and tenderness was extreme. Temperature 
was 101.8°, and pulse ranged from too to 140. During 
the following week the condition improved, and pain 
was less. Gonococci were found in the vaginal dis- 
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Tem- 


charge, and intra-uterine cultures were negative. 
perature was normal from the third to the ninth day, 


when it rose to 102.4°, and pulse to 140. Rigidity and 
pain were not so marked as in the first attack. Further 
convalescence was uneventful, and examination for 
discharge showed a subinvoluted uterus, tender on 
pressure, with resistant parametria. There was much 
ourulent discharge. 

A consideration of these cases shows some 
points of pathological and clinical interest. 

Case 1, which terminated fatally, demon- 
strated the coexistence of the lesions of both 
the gonococcus and _ streptococcus infection. 
The purulent inflammation of the right tube, 
without the presence of the streptococcus ex- 
cept at its fimbriated extremity from the prox- 
imity of the peritoneal infection, illustrated the 
way in which a gonococcus infection travels by 
direct continuity of mucous membranes. The 
blood-vessels and lymphatics of the right broad 
ligament, from the uterine wall to the region of 
the ovary and outer end of the tube, were dis- 
tended with pus, showing the common mode 
of advance of the streptococcus infection. This 
lesion may be frequently seen in cases of strep- 
tococcus infection, in which the tube, although 
swollen from inflammatory oedema, contains 
pus only at its outer end, and if the patient 
survives the infection, the tube returns to its 
previous condition, in contrast to the anatomical 
condition subsequent to a gonococcus infection, 
in which the tube becomes either a pyosalpinx 
or atrophied and closed by adhesions. The 
gonococcus infection, in other words, spreads 
in the same way during the puerperium as it 
does under other conditions, except that the 
puerperium furnishes more favorable con- 
ditions for its rapid advance. The co-existence 
of both kinds of infection in this case is also 
important from a bacteriological standpoint. 
Kronig studied the relations of the gonococcus 
in the uterine cavity to pyogenic, saprophytic, 
and anerobic bacteria, and, contrary to the 
opinion of Bumm_ Doederlein (23), 
rarely found gonococcus co-existing with other 
pathogenic micro-organisms. He does not 
consider that the gonococcus produces changes 
in the tissues favorable to the growth of other 
bacteria. In the present series, case 15 also 


showed the coexistence of the streptococcus 
and the gonococcus infection. 
Case 11 illustrated the common relation of 
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the gonococcus to the puerperium, which was 
uneventful, except for the presence of a profuse 
discharge and a moderate amount of pelvic 
pain and tenderness. The patient’s return to 
the ordinary duties of life was followed by at- 
tacks of pain of varying severity, alternating 
with periods of comparative good health. Such 
a condition finally ended, five months later, 
in an acute attack of pelvic peritonitis, follow- 
ing which, both tubes, enlarged and filled with 
pus, were removed by operation. The history 
of poor health since confinement might have 
masked the real etiological factors. The writ- 
ers believe that this often occurs, and accounts 
for the opinions of those who ascribe a pyo- 
salpinx to the common streptococcus infection 
of the puerperium. 


PLACENTA 


Our efforts to discover any relation of the 
gonococcus to changes in the placenta were 
only partially successful. Five placente were 
examined microscopically, and placentitis, lim- 
ited to circumscribed areas, was found in two. 
Both patients showed marked constitutional 
symptoms in the puerperium, having fever 
reaching to 102° in one case and to1° in the 
other. The gonococcus was demonstrated 
upon smears from the uterine discharges of 
both, but the intra-uterine culture in one was 
negative, and in the other the colon bacillus 
was found. One case had a purulent discolora- 
tion of the liquor amnii. Both cases had 
marked rigidity and pain from the third to the 
fifth day, and enlarged adnexa were noted in 
both by the vaginal examination. 


I. TABLE OF ONSET OF FEVER (100°) IN 
SEVENTEEN MOTHERS ' 


Cases 
Fever began on labor-day in.........-... 3 
Fever began on first day in............. I 


1Tmmediately before this paper was read, there appeared in the 
American Journal of Obstetrics, December, 1905, an investigation, by 
Little, of the bacteriology of the pregnant uterus, with the report of so 
cases of pregnancy. Gonococci were found in 16 cases; 10 of these 
were in pure culture, 2 were mixed culture, and in 4 there were doubt- 
ful diplococci, which may have been the same organism, not decoloriz- 
ing with Gram’s stain. 

He has taken 100.6° (mouth temperature) as the standard of fever, 
and had 10 cases of fever; of these, 3 were gonococcus infections, and 
all 3 were in pure culture. If, however, 100° be taken as the stan- 
dard of fever, there are 10 cases of gonococcus infection above this 
temperature; of these to cases, 6 were in pure culture, 2 mixed cul- 
ture, and 2 were doubtful. 

Little found the gonococcus but once at the time of labor, and 
achieved the best success as late in the puerperium as the seventh day. 
One child was premature and one macerated. Subinvolution wa: 
noted in 8 cases, and pelvic inflammatory disease in 2 cases; 11 were 
primipare and 5 multipare. 


Fever began on second day in .......... I 
Fever began on third day in...........- I 
Fever began on fourth day in........-..- I 
'Fever began on sixth day in .........-. % 
Fever began on seventh day in-.......-. I 
Fever began on thirteenth day in ....... I 
Case admitted on sixth day — streptococcus 
Case admitted on eighth day — strepto- 
coccus and gonococcus..........---- I 
Total cases of fever........- 


Il. TABLE oF MAXIMUM TEMPERATURE OF 
TWELVE MOTHERS 

Case: 
* Maximum temperature from 100-100.8° in 4 
Maximum temperature from ro1-101.8°in 4 
* Maximum temperature from 102-102.8°in 1 
Maximum temperature from 103-103.8° in 2 
* Maximum temperature from 1o4-104.8° in 1 


Ill. Taste oF DURATION OF FEVER IN 
TWELVE MoTHERS'‘ 


Cases 

Pever lasted day mm... 3 
Fever lasted days 2 
Fever lasted 4 days in................. I 
"Fever lasted 6 days in............-. 
Fever lasted days in... I 
Fever lacted 9 days in................. 2 


FEVER 

A number of these patients had a rise of 
temperature; 12 patients in 17 had a rise above 
100° (mouth temperature), and should the 
cases of mixed infection be eliminated, g out 
of 14 cases of gonococcus infection had such a 
rise of temperature. 

To consider these 9 cases first, the fever was 
mild in 3, moderately severe in 4, and in 2 was 
severe. In these g patients, the fever began 
on labor-day in 3 instances; in 5 the onset 
of fever was distributed over the first week, and 
in one it was as late as the thirteenth day. 
The average duration of fever in these 9 cases 
was 4.1 days, varying from 3 cases in which 
fever lasted one day to two cases in which it 
lasted nine days. The fever was in all very 


1 Colon and gonococcus. 

2One case, streptococcus, and gonococcus in each class. 

3 One case colon and gonoccocus. 

4One case (streptococcus and gonococcus) admitted on sixth day; 
fever lasted until death, five days. 

One case (streptococcus and gonococcus) admitted on eighth day; 
fever lasted one day. 
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irregular and followed no definite curve. In 
one case the infection was very severe, but in 
the majority this was not so, and temperature 
curves corresponding to the so-called “ sap- 
remic ” or septic absorption temperature were 
more frequently found, the temperature sud- 
denly rising and returning to normal in three 
or four days. 

In addition, three patients with mixed in- 
fection had a temperature above 100°. In one, 
colon and gonococcus infection, the tempera- 
ture rose on the sixth day, lasted six days, and 
reached 102° three times. This patient showed 
moderately severe constitutional symptoms. 
Two cases of streptococcus and gonococcus 
infection had widely varied courses. One, ad- 
mitted on the eighth day, with a history of 
fever and chills following an operative labor, 
had a mild course, and fever lasted only one 
day; the other, admitted on the sixth day, with 
a history of a seven months’ abortion and 
fever, had a high temperature, a severe course, 
and general peritonitis followed by death. 

In 5 of the 17 women, the temperature never 
rose to 100°, although there were, in 2, slight 
abdominal pain and rigidity. 

PARITY 

All of the 17 cases reported were primipare; 
one, however, had had two previous abortions 
at the third month. The majority of the pa- 
tients delivered in the hospital are primipare, 
for, with a large outdoor service, it is planned 
that multipare be attended in their own homes, 
and they themselves do not desire admittance. 
It is, however, surprising that not one multip- 
ara should have been included in our series. 

ABDOMINAL SYMPTOMS 

Pain was present in g of the 17 cases; in 3 
it was described as severe, in 2 as moderate, 
and in 4 as slight. It was usually referred to 
the lower abdomen, and several times was 
spoken of as “‘ cramps.” It was often referred 
to one or the other side. 

Rigidity occurred 7 times, and was marked 
in 3, moderate in 3, and slight in 1. It was 
also usually referred to one or the other side, 
when moderate, but when marked, to both 
sides. 

INTERRUPTION OF PREGNANCY 


Premature labor occurred in three patients, 
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at periods varying from six and one half to 
seven months. In one case there was strepto- 
coccus and gonococcus infection, suppurative 
salpingitis, and general peritonitis. Opera- 
tion was done immediately after the general 
infection of the peritoneum, but was without 
avail. This was the only death in the series. 
Another had a vulvovaginal abscess, which 
was opened the day previous to admission. 
The patient was admitted in labor, and had 
moderately severe constitutional symptoms in 
the puerperium. Pain and rigidity were 
marked; temperature rose to 102°, and there 
was, on one occasion, vomiting. The third 
case was uneventful and made a good recovery. 
These three abortions were the only late abor- 
tions occurring in 172 lying-in patients. In 
view of this fact, it seems that the gonococcus 
may be a cause of late abortions, which has not 
been given proper consideration, and that in 
all cases of unexplained late abortion this in- 
fection should be considered. No cases of 
early abortion were examined, save, at the 
time, when uterine exploration and removal 
of placental remains were being effected, and 
at this time the quantity of blood so obscured 
the field that it was impossible to make a proper 
search for the organism microscopically. 


LocHIAa 

The character of the lochia in the early part 
of the puerperium was unchanged, but after 
the fifth day it became more and more purulent, 
terminating in a number of cases in a profuse 
yellow discharge. The more pus-cells found 
in the lochia, the greater was the ease of recog- 
nition of the gonococcus, and it was found that 
the best site from which to take smears was 
within the cervix. Bacterioscopic examina- 
tion of the uterire discharges was found to be 
of great value in the diagnosis of the infecting 
organism in other cases than gonococcus in- 
fection, although at the same time intra-uterine 
cultures were usually taken. The examina- 
tion of smears from the uterus often permitted 
the immediate recognition of the streptococcus 
instead of waiting 24 hours for cultures to grow 
out. 


SUMMARY OF INFANTS 
Fourteen full-term babies and three pre- 
mature labors were the result of the seventeen 
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pregnancies. Thirteen babies were under ob- 
servation an average time of thirteen days, 
and one, which was admitted on the eighth day, 
has been excluded from the summary. All 
of these thirteen mothers were infected with 
the gonococcus, and from one, in addition, the 
colon bacillus was found by intra-uterine cul- 
ture. 


BasBies’ MAXIMUM TEMPERATURE 


Cases 
Maximum temperature 100-100.8° in ...... 4 
Maximum temperature ro1—101.8° in ...... I 
Maximum temperature 102-102.8° in ...... I 
Maximum temperature 103-103.8° in ...... 3 
Irregular temperature to 99.8° in.......-.. 3 
Normal temperature im... I 


While it is more or less common to have a 
rise of temperature during the first two or three 
days of infant life, these temperatures were, as 
a rule, too marked to be explained by “ starva- 
tion temperature,” and usually occurred later. 
The temperatures of babies is much more 
easily disturbed than that of adults, and it is 
even said that a fit of crying will cause a rise. 
Several hundred observations in normal babies 
were made before and after crying, and the 
conclusion was that they are not affected when 
normal. These rises of temperature cannot 
be thus explained. 

The average weight at birth of the thirteen 
babies was 3,107 grammes, and the average 
weight when they passed from observation by 
death or discharge, after an average time of 
thirteen days, was 2,705 grammes. The av- 
erage weight-loss at thirteen days was thus 
402 grammes. When it is considered that the 
preliminary weight-loss of normal well-nour- 
ished babies is usually recovered in from seven 
to nine days, this weight-loss will be seen to be 
unusual at a time when a gain should be shown. 
Only one infant showed a gain (200 grammes), 
and two others recovered the preliminary loss, 
and were discharged weighing the same as at 
birth. The greatest losses were 1,075 and goo 
grammes. 

Gonococcus conjunctivitis occurred in three 
infants. The discharge from the eyes began 
on the third, sixth, and ninth days, and lasted 
in two cases two days, and in one case three 
days. No infant at birth showed any signs of 
inflamed eyes, and all had Credé’s nitrate-of- 


silver treatment for prevention of the infection. 
In addition, during this time, as before referred 
to, two infants of healthy mothers had gono- 
coccus conjunctivitis. Two full-term infants 
died, and one was taken away moribund, with 
temperature of g6° and after a weight-loss of 
goo grammes. If all the infants be considered, 
including the case which came late under ob- 
servation, and which recovered, this gives a 
mortality of three in fourteen babies (21.4 per 
cent), and if the three cases of premature labor 
from six and one-half to seven months be also 
added, there is a loss of six infants in seventeen 
pregnancies (35.3 per cent). 

Autopsy reports of the two babies which 
died in the hospital are as follows: One, ileo- 
colitis and marasmus; one, bronchopneu- 
monia, acute fibrinopurulent pleurisy, suppura- 
tive meningitis, and suppurative hypogastric 
arteritis. 

The majority of the thirteen infants, all 
breast-fed, showed evidences of disturbed nu- 
trition and intestinal disturbance. This was 
shown by green stools, distinct from the passage 
of meconium, and by a progressive loss of 
weight. The marked difference between the 
nutrition of these babies and of those nursed 
by non-infected women was a most striking 
fact in the study of this series of cases. A 
transference in two instances to the breasts of 
non-infected women was followed by a rapid 
improvement. Our efforts to satisfactorily 
explain these facts were unsuccessful. In the 
light, however, of the recent work relative to 
the existence of gonococcus toxins, these ob- 
servations may find some reasonable explana- 
tion. 

Stone has noted, in his service at the Vander- 
bilt clinic, that of the patients with evidences 
of gonorrhea, very few have been able to nurse 
their children for any length of time, and that 
the infantile mortality among those who have 
nursed is considerably higher than can be ac- 
counted for by the ordinary causes. 


CONCLUSIONS 


The results of this study showed that gono- 
coccus infection was present in a much larger 
proportion of patients of the obstetrical clinic 
than was previously supposed by the writers. 
This is explained by lack of knowledge of dis- 
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covery of the organism. The difficulty of cul- 
tivation of the gonococcus is one factor in this 
failure of isolation. Intra-uterine or other 
cultures in cases of mixed infection may show 
the accompanying organisms, while the gono- 
coccus fails to grow out. The failure to dis- 
cover the gonococcus by means of smears is 
explained by the fact that such smears are 
usually taken early in the puerperium, at the 
time when fever or other morbid symptoms 
appear, and are obscured by blood. The posi- 
tive diagnosis of the gonococcus is difficult in 
the absence of pus-cells, and these do not, as 
a rule, appear until later in the puerperium. 
The spread of the gonorrhoeal infection also 
increases the ease of recognition of the organism 
as the puerperium advances. These facts ex- 
plain the varying results of other investiga- 
tors. 

The temperature curves of those patients 
having fever were so varied, and differed so 
much one from another, that no reliance could 
be placed upon this as an aid to diagnosis. One 
patient had a temperature-chart similar to that 
of acute streptococcus infection, and others 
showed varying grades of height and duration 
of temperature. However, the most common 
type seemed to be that of a sudden rise followed 
by return to the normal in three or four days, 
simulating sapramia. 

The puerperal state has a direct influence 
upon the course of the disease. Gonorrhoea, 
which has been latent before labor, commonly 
spreads upward with rapidity during the puer- 
perium. This was shown, in our series, by the 
presence of abdominal pain and rigidity in 
patients not previously thus afflicted. The 
presence of these symptoms, when accompanied 
by fever, is considered to indicate the extension 
of the disease bevond the confines of the uterus. 
Thus may be explained many of those cases of 
salpingitis following labor, which are supposed 
to be the result of puerperal infection. 

All patients in this series were primipare, 
although a certain number of multipare were 
delivered in the clinic. The tendency of gonor- 
thoeal disease to spread upward and involve 
the tubes is believed to account for this dis- 
proportion. One-child sterility is thus caused 
by gonorrheeal disease. 

Gonorrheeal infection is a frequent cause of 
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abortion, and in all cases of late abortion this 
should be considered. Thus if adnexal dis- 
ease fo'lows an abortion, it should not be 
ascribed to the abortion, as gonorrhoeal infec- 
tion may have been the cause of both. 

The writers would not draw any positive 
conclusions, because of the limited number of 
observations, as to the relation of this infection 
to nutritional or other disturbances in the 
children, except for the well-known frequency 
of ophthalmia. 

The morbidity and the mortality, however, 
are relatively so marked in this series of cases 
that a relation between the disease in the 
mother and nutritional disturbances in the 
child is probable. 
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FINNEY: 


Surgical Association five cases of pyloric 

stenosis of benign origin, operated upon 

by a new method of pyloroplasty. The 
method was reported at the time for what it was 
worth, with the hope that other surgeons would 
make use of it and thus determine its value. 
After over three years’ experience with the 
operation, during which time I have employed 
it in twenty-eight additional cases, making 
thirty-three in all, I have been much gratified 
with the results that have been thus far ob- 
tained. 

I have endeavored, as far as possible, to test 
the method in all classes of benign stenosis of 
the pylorus and its attending complications, and 
in my list of thirty-three cases are included 
examples of practically every condition with 
which one is likely to meet; namely, dilatation 
of the stomach, dense adhesions, hypertrophy 
and cicatricial thickening of the stomach-wall, 
acute and chronic ulceration, hemorrhage, 
pylorospasm, etc. 

Some objection has been raised to the name 
‘ pyloroplasty.”” That name is objectionable, 
owing to the unsatisfactory results attending 
the earlier Heineke-Mikulicz operation, but 
the procedure suggested by me, while involving 
an incision through the walls of both the stom- 
ach and duodenum, has to do essentially with 
the pylorus, and is in reality an enlargement of 
its diameter, necessitating the division of the 
pylorus in every instance, while gastroduode- 
nostomy need not disturb the pylorus at all; 
e. g., Kocher’s subpyloric gastroduodenostomy. 
A more exact term would be “ gastropyloro- 
duodenostomy,” but that name, from its length, 
would be more objectionable than the one 
proposed. We have, therefore, preferred to 
retain the name “ pyloroplasty.” 

Several modifications in the technique of the 
operation have been suggested by those who 
have made use of it. The modifications so far 
have to do with the use of clamps. It can be 
performed very readily with the aid of clamps, 
as suggested by Gould and practised by Mayo 
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THREE YEARS’ EXPERIENCE WITH PYLOROPLASTY 


By M. T. FINNEY, M.D. 


WITH PYLOROPLASTY 


and others. 


Narrath has described an opera- 
tion identical with mine, but without making 
any reference in his article to my publication. 
Use is made of the continuous suture by those 


who advocate the clamp method. I, however, 
continue to use the interrupted mattress stitch 
for the anterior wall as described in my original 
paper. I believe that for this operation this 
stitch has distinct advantages over the con- 
tinuous suture, particularly in cases where 
there is present much cicatricial thickening of 
the gastric or duodenal walls. For instance, 
where the walls are rigid and dense it is 
not possible to secure such close and _ safe 
approximation with the continuous as with the 
interrupted mattress stitch of Halsted. 

I have endeavored to determine, as far as 
possible, in my series of cases, the limitations 
of the operation. After my experience in 
thirty-three cases, I am convinced that this 
operation offers greater advantages in case of 
pyloric stenosis of benign origin, from whatever 
cause, than does the operation of gastroenter- 
ostomy. We believe, also, that it is just as 
efficacious as gastroenterostomy in the presence 
of a bleeding or active ulcer. The one con- 
traindication that we have so far found to the 
operation is atonic dilatation of the stomach 
in nervous patients, particularly when asso- 
ciated with a dilated duodenum. For this 
particular condition, however, we are not 
familiar with any operative procedure which 
offers adequate relief to the patient. In such 
cases we decline operation altogether. I now 
perform gastroenterostomy only in cases of 
inoperable carcinoma, or after pylorectomy. 

Our results, so far, with this operation are so 
much more satisfactory than any we have 
obtained by any method of gastroenterostomy 
we have employed, that we have been forced 
to this conclusion. Gastroenterostomy as it is 
performed to-day in the clinics of such men as 
the Mayos, Moynihan, and others, is being 
followed by most satisfactory results; but in 
the hands of the average operator the results 
have been far from satisfactory. My own 
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results with gastroenterostomy in the last 
dozen cases in which I have employed a tech- 
nique similar to that recently described by 
Mayo, have been more satisfactory than in 
preceding cases operated upon by older 
methods. 

Some of the objections urged against pyloro- 
plasty — namely, its difficulty in the presence 
of adhesions and dense cicatricial tissue about 
the plyorus— are, in our experience, more 
fanciful than real. I have performed the 
operation many times in the presence of adhe- 
sions and cicatricial tissue of the densest char- 
acter, and have so far met with no case in 
which the operation was not perfectly feasible. 

If one will make use of the procedure insisted 
upon in my original paper, and later elaborated 
by Kocher, and now known as “ Kocher’s 
Mobilization of the Duodenum,” one will find 
that it is perfectly possible, often casy, to free 
the duodenum sufficiently to allow of its being 
brought out readily into the wound. 

Where dense cicatricial tissue is present in 
the anterior gastric or duodenal walls, it is 
frequently possible to excise this, where it 
seems advisable. I have on three occasions 
excised an ulcer situated at the pylorus. I 
believe where there is much hypertrophy about 
the pylorus in cases of chronic ulcer, it is better, 
as suggested by Rodman, to perform pylo- 
rectomy and excise this whole area, leaving 
the operation of pyloroplasty for those cases 
in which a moderate degree of cicatricial 
hypertrophy is present. 1 have performed 
this operation three times in the presence of 
active hemorrhage (in one case excising the 
ulcer) with complete relief of symptoms. This 
operation is admirably adapted to those cases 
where the pylorus is situated high up. Where 
there is an extreme amount of gastric dilatation, 
it is not possible, indeed it does not seem neces- 
sary, to have the lower border of the pylorus on 
a level or below the lower border of the greater 
curvature, as has been demonstrated in a num- 
ber of my cases. The relief of the obstruction 
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by providing a pylorus of ample diameter seems 
to be all that is necessary in these cases. This 
fact is shown very well by the report of Dr. 
Julius Friedenwald, who has kindly studied 
the chemistry of the digestion in these cases, 
both before and after operation. His reports 
show a restoration to a practically normal con- 
dition of all the stomach functions. It has 
been my custom to provide an ample opening, 
perhaps 10 cm. in diameter. It is possible to 
make the opening too large; in such cases .a 
disagreeable regurgitation of bile might be 
produced. This has been observed by Mayo, 
but has not been present in any case in my 
series. 

One of the most satisfactory features of the 
operation is the almost entire absence of post- 
operative nausea and vomiting, due, I have 
thought, possibly to the division of the pylorus 
and the doing away with pylorospasm. Re- 
lief from unpleasant symptoms has not come 
immediately in some cases, but I have not yet 
failed in any case to obtain marked relief of 
symptoms after some months. In the majority 
of cases, relief has been immediate and marked. 

In my series of thirty-three cases, I have had 
no deaths from the operation per se. Three 
cases have died following the operation. One 
died on the sixth day from diabetic coma. 
Autopsy showed perfect healing of the wound; 
no peritoneal irritation. The second died in 
the third week, from a pneumothorax following 
the lighting up of an old tuberculous process in 
the lung. The stomach symptoms had been 
completely relieved, and the patient was eating 
anything. The third case died on the fifth day. 
Autopsy showed perfect healing of the wound, 
but a marked dilatation of the duodenum, with 
complete obstruction to its lumen where it 
passes under the mesenteric vessels. 

I believe this operation will have a wider use 
when its good points become more thoroughly 
understood and appreciated. A detailed report 
of the end-results in all of my cases is in prepa- 
ration, and will be forthcoming shortly. 
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FOREIGN BODIES IN THE CESOPHAGUS' 


By STUART McGUIRE, M. D., RicHMoND, VIRGINIA 


HE frequency with which foreign bodies 
become lodged in the cesophagus, and 
the varying conditions with which the 
surgeon has to deal, make the subject 

one of practical interest. The accident is 
most often seen in the very young and in the 
insane. The foreign bodies are usually pins, 
coins, buttons, pieces of bone, or artificial teeth. 
The points of impaction are either the upper 
border of the cricoid cartilage, or where the 
esophagus is crossed by the left bronchus, or 
where it passes through the diaphragm. The 
symptoms are nausea, sensation of obstruction, 
pain on swallowing, sometimes hemorrhage, 
and occasionally a reflex cough. In regard to 
prognosis, the size of the foreign body is not as 
important as its shape. If large, it may pro- 
duce complete obstruction, but this condition 
forces the victim to seek prompt relief. If 
irregular or sharp-pointed, the patient may be 
able to swallow soft food, and hence not recog- 
nize the urgency of the condition until ulcera- 
tion of the esophagal wall leads to perforation 
and the involvement of the pleura or medias- 
tinum. 

The diagnosis is based on the history of the 
case, the external palpation of the neck, the 
passage of an cesophagal bougic, and finally 
and most conclusively by the use of the X-ray. 
The character and location of the foreign body 
being determined, the practical question is how 
best to remove it. If it is round or smooth, 
efforts should be made to extract it with forceps 
and probangs, or to make the patient eject it by 
swallowing masses of partially masticated food 
and then vomiting. If it is small, it may seem 
wise to endeavor to push it into the stomach. 

None of these expedients should be tried, 
however, when the foreign body is pointed, 
sharp, or angular. Here, under modern surgi- 
cal technique, an open operation is the safest 
procedure. There are two means of approach, 
by an external cesophagotomy and by a gastrot- 
omy, and the selection of the method will 
depend on the location of the impaction. If 


it is opposite the cricoid cartilage, an cesopha 
gotomy should be done; if it is below the level 
of the supraclavicular notch, then gastrotomy 
should be performed. Bull, by the last-named 
method, successfully removed a peach-stone 
which had lodged in a child’s cesophagus, six 
inches above the stomach. Richardson has 
demonstrated that in an adult a foreign body 
which is found 14} inches from the incisors is 
lodged at the cardiac end of the cesophagus, and 
if it is found at a distance of g inches, it is at the 
arch of the aorta; a point of great danger, 
owing to the possibility of ulceration into the 
vessel. 

Aan illustration of the operations of cesoph- 
agotomy and gastrotomy, I desire briefly to 
report two cases. 

Case l. MLS., aged 10, patient of Dr. C. D. 
Kunkel, of Pulaski, Virginia, admitted to St. 
Luke’s Hospital, June, 1905. The child was 
playing with a glass stopper, put it in her mouth 
and swallowed it. It lodged in the oesophagus, 
opposite the cricoid cartilage, and produced 
complete obstruction. When the patient was 
brought to me eight days after the accident, 
she was in a pitiable condition from thirst and 
starvation. A throat specialist was called in 
consultation, but, despite patient and _ skillful 
efforts, he failed to remove it. It was then 
decided to do an external cesophagotomy. The 
patient was anesthetized and a three-inch 
incision made on the left side of the neck, 
parallel with the anterior border of the sterno 
mastoid muscle. The deep cervical fascia was 
exposed and divided. The thyroid gland, 
larynx, and trachea were pulled inward and 
forward, and the large vessels and nerves out- 
ward, thus exposing the cesophagus. A large 
bougie was then passed to the point of obstruc- 
tion and the cesophagus incised upon its tip. 
The glass stopper at once came into view and 
was casily removed. The opening in the 
cesophagus was then closed with two layers of 
catgut suture, the external incision partially 
closed, gauze drainage being placed in its lower 
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angle. As there were no septic complications 
present, it was deemed unnecessary to elevate 
the foot of the bed, as advised by Wyeth, to 
gravitate fluid away from the mediastinum. 
The patient was given enemata of saline solu- 
tion and one of the preparations of predigested 
beef, but as thirst was almost intolerable, water 
was shortly given by mouth, and liquid food 
the following day. There was little discharge 
from the wound, and the patient was well at 
the end of two weeks. 

The elaborate after-treatment described in 
most text-books for this operation seems to me 
io be unnecessary, if not injurious. Rectal 
alimentation is, at best, but a poor substitute 
for food by mouth, and the contact of sterile 
liquids with the incision in the oesophagus will 
do less harm than the mechanical injury inci- 
dent to the passage of a stomach-tube. 

Case Il. L.K., aged seven months, patient 
of Dr. E. C. Fisher of Richmond, Virginia, 
admitted to Virginia Hospital, July, 1904. 

The baby, while being dressed, seized an 
open safety-pin and put it in his mouth. The 
mother, in her endeavor to remove it, pushed 
it first into the fauces and then into the cesopha- 
gus. The family physician, and later a throat 
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specialist, made unsuccessful efforts to remove 
it with probangs. Five weeks after the acci- 
dent the child was brought to the Virginia 
Hospital. He was feverish, emaciated, and 
evidently in constant pain. A skiagraph 
located the pin in the oesophagus, immediately 
behind the heart. The safety-pin was open 
with the point up, and it was obviously impossi- 
ble to remove it from above. It was therefore 
determined to do a gastrotomy and extract it 
from below. The patient was anesthetized, 
the abdomen opened, stomach incised, and a 
finger inserted and carried through the cardiac 
opening. At first the pin could not be reached, 
but by the use of an cesophagal bougie passed 
from above it was pushed into a position to be 
easily removed. The incision in the stomach 
was sutured and the abdomen closed. Recov- 
ery uncomplicated, and the child now in good 
health. The introduction of the finger into the 
lower end of the cesophagus impressed the close 
relationship of the heart. The shock pro- 
duced by even the gentlest manipulations 
made me determine, if I ever had another 
similar case, to endeavor to push the foreign 
body into the stomach before beginning the 
operation. 


SCOPOLAMINE-MORPHINE-ETHYL 


By H. A. ROYSTER, A. B.. 


CHLORIDE-ETHER ANASSTHESIA' 


M.D. 


Professor of Gynecology, Medical Department, University of North Carolina; Gynecologist to Rex Hospital; Surgeon-in-Chief, St. Agnes’ 
Hospital; Surgeon to the Southern Railway, Raleigh, North Carolina 


ITHOUT attempting an exhaustive 

\ / \ / discussion of anesthetics in general 
or championing any so-called ideal 

method of anesthesia in particular, 

it is my purpose here to record some observa- 
tions upon the use of the agents as outlined 
above in the title of this paper. It goes with- 
out saying that there is no safe anzsthetic. 
Any agent which produces unconsciousness 
cannot be devoid of danger. But, if we are 
not able to remove the risk, we may, at least, 
rob anesthetics of much of their terror, banish 
many of their discomforts, minimize the quan- 
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tity required, and reduce the time necess ry 
for administering them. 

During the past five months this method 
has been followed by me in about fifty cases, 
and, while the total number is not large, the 
results have been sufficient to justify me in 


reporting them. I have read, I think, either 
in full or in abstract, everything that has been 
written concerning these newer anesthetic 
agents and their uses. I have observed various 
modifications used by different operators, and 
I have myself employed several plans now 
in vogue. To recite and to compare all of 
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those would be time spent in useless rehash. 
Indeed, the whole inquiry would appear futile 
to many of you, who, I know, are using ether 
or chloroform with perfect satisfaction, as you 
have always done, and with these there should 
be no argument. But of all the combinations 
suggested for aiding and abetting these agents, 
that which forms the subject of this article 
commended itself to me because I believe: 
1. That ether is our safest general anesthetic; 
2. That ethyl chloride secures the pleasantest 
primary narcosis; and 3. That the preliminary 
use of scopolamine with morphine increases 
the patient’s mental resisting power and lessens 
the quantity of ether. 

1. The old case of chloroform versus ether 
surely need not be opened again; it has been 
discussed and settled a thousand times and in 
a thousand different ways, and all of us still 
feel as we felt before. It is very much the 
same as membership in a church, or faith in 
a political party; we are prone to believe and 
to do what our predecessors or fathers be- 
lieved and did. A most distinguished Ameri- 
can surgeon once said to me: “‘ The only differ- 
ence between chloroform and ether is that 
when there is trouble with ether, the patient 
has time to bid his friends good by.” At 
any rate, as long as ether is to be one’s routine 
anesthetic, one should welcome any suggestion 
which seeks to do away with its chief objections; 
viz., distress in the primary stage and the 
length of time and quantity required. 

2. In my opinion, there can be no question 
of the superiority of ethyl chloride over nitrous 
oxide gas as a preliminary to ether anesthesia. 
Its action is more certain and constant and 
equally agreeable, and I cannot help feeling 
that it is safer. Besides this, there is no need 
for complicated apparatus and expensive equip- 
ment, which sometimes will not work. If, 
however, one is prone to haul around forty- 
dollar inhalers, the same ones can be utilized 
as for nitrous oxide. Since beginning this 
method, I find, on questioning the patients, 
that they never know when the ethyl chloride 
is suspended and the ether commenced. 

3. The combination of morphine and sco- 
polamine has recently excited much attention 
and comment. Under its influence alone, 
many kinds of operations have been done. 
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My experience is confined solely to the use 
of these drugs just prior to the administration 
of ether. Of those who have investigated 
scopolamine, some state that it is isomeric 
with hyoscine; others, that the effect in the 
combination is due largely to morphine; others 
still, that the drug is dangerous and uncertain 
in its action. I have made no tests other than 
clinical ones, and these have led me to con- 
clude that scopolamine is not identical with 
hyoscine; that it does something more than 
morphine alone; and that it is safe in the proper 
doses. Never have I given more than a single 
dose of 1-100 of a grain, but this has been 
repeatedly exhibited to patients of different 
ages, sizes, and conditions without any un- 
toward results. Its most marked effects have 
been quieting of the nerves and fears, the pro- 
moting of an easy courage in beginning the 
anesthetic, and a prolongation of the restful 
sleep afterwards. Notable, also, is the fact 
that the quantity of ether has been with us 
reduced about one third. 

I have sought to use the simplest methods 
possible. At intervals varying from a_half- 
hour to two hours before the time set for opera- 
tion (one hour has been the average time), 
there is given a hypodermic injection of mor- 
phine 3 grain and scopolamine 1-100 grain 
When the patient is brought in, the ethyl 
chloride is first administered by spraying it on 
gauze folded in several layers over the nose 
and mouth. This requires, as a rule, one 
minute to produce a_ primary anesthesia. 
When this stage is complete, the cone sat- 
urated with ether is placed over the face, and 
in four or five minutes more the patient is ready. 
In changing from ethyl chloride to ether there 
is occasionally a slight period of excitement, 
but it is always of short duration, and in many 
cases does not occur at all. This combination, 
then, though it appears complicated and un- 
necessary, is really simple. It seeks to put 
the patient in a receptive mood for the ans- 
thetic, to induce narcosis gently, and finally 
to obtain a thorough anesthesia under our 
most reliable general anesthetic; in other 
words, to translate rather freely a classic phrase, 
sleep is produced safely, swiftly, and sweetly. 

Finally, a note of warning should be 
sounded in regard to scopolamine. A_ few 
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deaths have followed its use — even a single 
dose — and whether or not attributable to 
scopolamine, this is enough to make us feel 
that it is not harmless. Moreover, the ap- 
‘ pearance of the patients under its influence 
associated with morphia has been such as to 
suggest alarming thoughts, and in two in- 
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stances, at least, to cause my anesthetizer to 
send for me hurriedly, as he was beginning 
to determine whether he should proceed. Per- 
haps this is due to the drug’s normal physio- 
logical action, with which we are as yet un- 
acquainted, or, in some instances, a danger 
signal which we should recognize. 


GONORRHGAL EXOSTOSIS OF THE OS CALCIS 


By WILLIAM S. BAER, M.D. 
Associate in Orthopeedic Surgery, Johns Hopkins University, Baltimore, Maryland 


UCH has been written upon the nu- 
merous conditions which have for 
their main symptom pain in the heel. 
Such is the case in certain types of 

flat foot, where the stretching of the plantar 
fascia produces pain similar in character to 
that which I wish to describe. Tuberculosis, 
osteomyelitis, and dermoid cysts of the os calcis 
are well known. Neuritis of the sciatic nerve 
often causes a similar complaint. 

Kirmisson, as well as Chevasseau and Dam- 


boin,' have described a painful condition of the 


heel, due to multiple fibromita. In 1892, L. 
Jacquet * described a condition in which he 
demonstrated the presence of exostoses on the 
posterior surface of the os calsis. He claimed 
that the starting-point of these exostoses was on 
the bore itself. To this condition he gave the 
name “* pied Blennorrhagique,” but was unable 
to present any bacteriological evidence of the 
presence of the gonococcus. 

Painer * of Boston alsy described a painful 
condition of the heels, in which were found 
multiple exostoses on the posterior portion of 
the os calcis. Associated with this condition 
was an inflammatory process of the bursa 
behind the Tendo Achilles. He thought the 
lining membrane of this bursa was the starting- 
point of these exostoses, and that they were 
osteoarthritic in nature. In 1903, Nobl* of 
Vienna described a similar condition of ex- 

'Febroine de Vaponeurosesplantaue Bull. et Mem. Soc. anat. de 
Par. 1903, vol. Ixxviii, pp. 253-260. 

? Annales de Dermatology et de Syphilographie, 1892, p. 681. 

* Transactions of the American Orthopedic Ass’n, vol. xi. 


4Unter den Fersenschmelz der Blennorrhoekranken Zeit fiir Heil 
Kunde, vol. 24, pp. 273-288 


ostoses on the posterior surface of the os calcis. 
He regarded the seat of the infection as in the 
lining membrane of the sheath of the Tendo 
Achilles, and thought from their clinical history 
that they were gonorrheeal in origin. 

The condition I wish to describe is due to 
the presence of an exostosis on the inferior 
surface of the os calcis. This exostosis is found 
at the /ubercle of the os calcis, the attachment 
of the flexor brevis digitorum muscle, which 
is just in front of the attachment of the plantar 
fascia. One can easily see why such a bony 
spur, bearing the weight of the body, should 
be so painful. 

I shall first report six cases in which this 
exostosis has been found, and then draw my 
conclusions from the pathological and_bac- 
teriological findings. 


Case 1. W.G. Male. Age 23. Admitted January, 
1902. Complains of painful heels. 

Family History. Negative. 

Previous History. Typhoid fever 9 years ago. Gon- 
orrhoea 4 years ago. Never entirely cured. Lues 3 
years ago. 

Present Illness. First noticed pains in his heels 13 
months ago; 2 months later, pain became so bad when- 
ever he was on his feet that he was obliged to go to 
bed for 2 months; pain has continued ever since, and 
has incapacitated him for work. 

Physical Examination. Both feet exquisitely pain- 
ful upon pressure on the plantar surfaces of the os calces. 
Os calcis somewhat thickened. 

Radiograph. Show exostoses on the plantar sur- 
faces of the os calces. 

Operation. Exostoses removed. 

Result. Patient able to walk 3 weeks after opera- 
tion. He was seen by me three and a half years after 
operation, and was perfectly well. Can walk any dis- 
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tance without pain, and is pursuing his work, which 
is that of a waiter. 

Cultures taken on plain agar were negative. 

Résumé. Male. Age 23. Bilateral trouble with 
both heels. Radiograph shows exostoses on the plantar 
surfaces of the os calces. Cultures on agar negative. 
Operation. Patient entirely well. 

CasE 2. C. D. T. Male. Age 18. Admitted Feb- 
ruary 27, 1904. Complains of painful heels. 


Previous History. Gonorrhcea five months ago. Ure- 
No history of rheuma- 


thral discharge still present. 
tism. 

Present Illness. Duration 2 months. 
heels when he walks. Describes the pain as if he were 
walking on a pebble. Has been walking on his toes 
since the onset of the trouble. 

Physical Examination. Not a strong-looking boy, 
though his general health is good. Both heels painful 
to pressure at the junction of the plantar fascia and 
os calcis. Os calcis is definitely thickened on both sides. 
There is no flat foot. 

Radiograph. Both feet show a definite exostosis 
beneath the os calcis at its attachment to the plantar 
fascia. The os calcis appears to be thicker than normal. 
The lime salts at the attachment of the exostosis with 
the os calcis are much less thick than at the distal por- 
tions of the exostosis, indicating that the exostosis was 
not periosteal in origin. 

Operation. April, 1904, by Dr. Follis. On one foot 
a plantar incision was made, and the exostosis was re- 
moved. On the other foot an incision parallel to the 
plantar fascia was made, and the exostosis removed 
in this manner. Cultures were not taken, and no ex- 
amination was made of the tissue removed. 

Result. April, t905, one year after operation, all 
pain from the plantar surface of the foot has been re- 
moved, and the patient is pursuing his usual work. 
There is still some pain on pressure over the sides of 
the os calcis. 

Résumé. A bilateral disease coming on three months 
after an attack of gonorrhwa. Radiograph shows defi- 
nite exostosis beneath the os calcis. No cultures taken 
or tissue secured for examination. Patient cured by 
operation. 

CasE 3. H.M. Ager8years. Admitted September, 
1904. Complains of painful heels and also pain in 
the back. 

Family History. 

Previous History. Had gonorrhoea nineteen months 
ago. No history of rheumatism. 

Present Illness. Pain in the heels six months after 
attack of gonorrhoea. Heels became swollen and pain- 
ful, and he has been unable to do any work, on account 
of severe pain. He walks with great difficulty. 

Physical Examination. ‘There is no evidence of any 
acute inflammation in the heels, but both heels are very 
sensitive on direct pressure beneath the os calcis. The 
os calcis is much thickened, but not painful, over the 
Tendo Achilles. Stretching on the plantar fascia 
causes pain at its attachment to the os calcis. 

Radiograph. Shows a very large exostosis at the 
tubercle of the os calcis. There is a definite thickening 
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about the sides of this bone. There is a slight bony 
deposit in one of the extensor tendons, beneath the 
annular ligament. Patient has so far refused operation. 
Local physicians have treated him for rheumatism by 
the usual remedies and by general sweating. No im- 
provement has resulted. 

Résumé. A boy, aged 18; bilateral trouble of both 
heels, coming on nine months ajter an attack of gonor- 
rhea. Radiograph shows exostosis beneath the os calcis. 

Case 4. C. C. Age 26. Admitted February 16, 
1905. Complains of pains in both heels and pain in 
the back. 

Family History. Negative. 

Previous History. Three attacks of gonorrhoea, the 
first ten years ago, the second three years ago, the 
third one year and three months ago. Associated with 
a posterior urethritis. With the second attack he had 
a suppurating inguinal bubo. No history of rheuma- 
tism, typhoid fever, or pneumonia. 

Present Illness. Began one year ago; that is, three 
months after his attack of gonorrhoea. It began in 
both heels simultaneously. The pain and soreness 
have contined ever since, but with increasing severity. 
Six months ago, while at the Hot Springs for the pain 
in his feet, he was taken with a pain in his back. This 
pain is present, whether he lies down or is walking 
about. He walks with great difficulty. 

Physical Examination. Notarobust man. Loss in 
weight during the past year has been fifteen pounds. 
Right foot shows a decided thickness of the os calsis. 
At the attachment of the plantar fascia with the os 
calcis, there is a spot of acute tenderness on pressure. 
This area is about one centimeter. There are no 
acute inflammatory symptoms. Stretching of the 
plantar fascia causes the usual pain. The big toe joint 
is slightly enlarged. There is no pain on pressure 
about the Tendo Achilles. The left foot is similar in 
all respects to the right. Spine painful to pressure 
along the entire lumbar region. Lumbar lordosis is 
slightly diminished. There is a slight bending of the 
body to the right. Some pain referred to the right 
sciatic region. Hyperextension of the spine is impos- 
sible. Bending to the left is restricted more than 
bending to the right. 

Operation. Incisions similar to the previous case 
were made. The exostosis was removed, and with it 
the tissue immediately adjacent. The plantar fascia 
was adherent to the underlying adipose tissue in places. 

Radiograph. Small exostosis at the attachment of 
the flexor brevis digitorum to the os calcis. Slight 
thickening of the os calcis. Radiograph of the back 
shows slight deposits alongside of and between the 
first, second, third, and fourth lumbar vertebra. In 
the radiograph taken after operation, the exostoses 
are absent. 

Bacteriological Report. Cultures were negative. Plan- 
tar fascia showed evidence of an acute inflammatory 
process, with round-cell infiltration and an increase 
in blood-vessels. Sections stained for organisms show 
the presence of a biscuit-shaped coccus, which are the 
size and shape of the gonococcus. 

Result. Three months after the operation, patient 
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reports that the pain in his heel has entirely disappeared. 
He is still wearing a spinal support for the arthritis of 
the back. He is attending to his business for the first 
time in more than a year. 

RfsumME. <A man, aged 20; bilateral trouble with the 
feet. Onset three months ajter an attack of gonorrhea. 
Radiograph shows exostosis of the os calcis, also exos- 
tosis of the lumbar spine. Result of operation upon the 
heels has been perjectly satisfactory. There are sus- 
picious-looking biscuit-sha ped cocci in cut sections. 

Case 5. L. D. Male. Age 30 years. Admitted 
March 16, 1905. Complains of painful heels. 

Family History. Negative. 

Previous History. Denies gonorrhoea. Had glands 
of the groin two years ago, which were opened. Had 
typhoid fever 23 years ago, and pneumonia 18 years 
ago. No history of rheumatism. 
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terior surface. The radiograph of the back has not 
yet been taken. 
Operation. 


previous case. 


March 7, 1905. Incisions made as in 
The exostosis is larger at its distal ex- 
tremity than at its attachment to the os calcis. It is 
connected to the bone by an isthmus, as it were. The 
plantar fascia has evidently been infiltrated with the 
infectious process. Cultures taken from a little portion 
of granulation tissue alongside of the exostosis show 
a pure culture of the gonococcus, that is, a biscuit- 
shaped organism which decolorized by Gram. Tis- 
sues show marked evidence of an acute infection with 
new-formed vessels and round-celled infiltration. 
Result of Operation. All pain on plantar surface of 
heel has been removed. Still complains of pain on the 
sides of the os calcis. 
Résumé. Male, age 30; a bilateral trouble of both 


Case 3. 


Present Illness. 


First noticed pain 16 months ago in 
the right heel, thirteen months ago in the left heel. 
Says his feet have never been swollen nor inflamed. 
He had pain in his back for the past twelve months. 


Physical Examination. There is no evidence of an 
acute swelling, but there is a decided thickening of the 
os calcis. There is an extremely painful area beneath 
the os calcis at the tibial tubercle. There is the usual 
pain on stretching the plantar fascia. Motion of the 
ankle is allowed to its normal extent in all directions. 
The right foot is similar to the left in all respects. De- 
cided pain in the back, which is worse at night. Motion 
is limited in bending backward and to the right. There 
is no deformity. 

Radiograph. Shows definite exostosis beneath the 
os calcis, near the attachment to the plantar fascia. 
There is a small bony deposit beneath the proximal 
end of the fifth metatarsal, but not attached to it. The 
left os calcis shows some eburnated places on the pos- 


os calces. Pain in the back. Denies gonorrhea, but 
had bubo six months bejore the onset of his trouble. 
Radiograph shows exostosis beneath os calcis. Gono- 
coccus obtained in pure culture on hydrocele agar. 
Much improved by operation. 

Case 6. A. A. Male. Aged 25. Admitted March, 
1905. Complains of painful heels. 

Family History. Negative. 

Previous History. The patient was in the Johns 
Hopkins Hospital, October, 1904, with an acute ure- 
thritis associated with an iritis and an acute inflamma- 
tory condition of both ankles (gonorrhoea arthritis). 
At the time there was a distinct tenderness over both 
Tendo Achilles. Patient remained in the hospital 
until January, 1904, and was discharged apparently well. 

Present Illness. Three days ago patient noticed 
that both ankles were swollen, red, and painful to 
pressure. There was an acute urethritis. He cannot 
walk at this time without the greatest difficulty. 
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Physical Examination. The slight iritis of the left 
eye remains; sternoclavicular joint is red, swollen, and 
somewhat painful. There was no acute inflammation 
of the feet at the time of examination, but both feet 
were very painful to pressure at the attachment of the 
plantar fascia and the os calcis. The os calces were 
very much thickened, and stretching of the plantar 
fascia caused pain. 

Radiograph. Shows marked exostosis at the tuber- 
cle of the os calcis. There is a roughening at the an- 
terior border of the scaphoid bone. Radiograph also 
shows definite thickening of the os calcis. 

Operation. Exostoses were removed in the usual 
manner. At some places the adipose tissue beneath 
the plantar fascia was definitely adherent to it as in an 
acute infection. 


Case 4 


Result. Patient is able to walk two weeks after 
operation, and all pain on the plantar surface of the 
foot is absent. Cultures were taken and proved to be 
sterile. The pathological specimens showed an acute 
inflammatory process. Scattered through the fibrous 
tissue attached to the exostosis were numerous biscuit- 
shaped organisms resembling identically the gono- 
coccus in their morphology. 

Résumé. Male, age 25; bilateral trouble with both 
heels. Radiograph shows presence oj exostosis on the 
plantar surjace of the os calcis. The trouble in the 
heels began five months after an attack of gonorrhea. 
The cultures were negative, but the specimens showed a 
coccus of similar morphology to the gonococcus. Patient 
was discharged apparently well. 


Such are the histories and findings of the 
six cases just reported, and while certain con- 
clusions are to be drawn from them, we must 
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remember that we cannot speak with that de- 
giee of certainty which a larger number of 
cases would allow. 

Here we have a disease in which the patient 
complains of so much pain in the heels that 
he is practically incapacitated from doing any 
work which requires him to be on his feet. All 
the cases are in men between the ages of 
eighteen and thirty years, and are bilateral in 
their symptoms. 


PATHOLOGY 


specimens removed from {these cases 


Before operation. 


show the remains of a chronic inflammatory 
condition. The plantar fascia and the plantar 
muscles where the process starts is, on gross 
appearances, hard and firm. The adipose tissue 
beneath the fascia is more dense than usual, 
and matted to it. Exostoses are present, vary- 
ing in size from that of a pea to that of a 
marble, and in many cases are thicker at their 
distal exiremity than at their attachment to 
the os calcis. It would seem as if the primary 
seat of the disease was in flexor brevis digi- 
torum muscle, and from there had grown down 
upon the os calcis, and that the periosteum 
of the os calcis was not primarily but second- 
arily involved. The exostosis is always sit- 
uated at the tubercle of the os calcis, just in 
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Case 4. Post-operative. 


front of the attachment of the plantar fascia. 
At times we have secondary exostoses attached 
to the sides and posterior portion of the os 
calcis from the posterior border of the astrag- 
alus, and to the articular surface of the scaph- 
oid bone. At other times one finds definite 
calcified areas of small dimensions within the 
tendon sheaths, as within the tendon sheaths 
of the peroneus longus tibialis anticus and 
tibialis posticus muscles. The microscopical 
study of the pathological specimens shows a 
chronic inflammatory process with the round- 
cell infiltration and the formation of new blood- 
vessels. Cut sections of the exsotosis show a 
bony formation similar in all respects to that of 
a true exostosis. 
ETIOLOGY 

In five of the six cases a definite history of 
gonorrhoea was given. In the sixth case, 
although gonorrhoea was denied, the patient 
gave a history of a suppurating bubo, and a 
pure culture of gonocccuos was obtained at 
the operation upon ihe heels. Cultures were 
taken in only four of the cases, and in one case 
we were able to obtain the organism in pure 
culture. We do not expect to be able to grow 
the gorococcus after so long a time has elapsed 
since the acute attack of urethritis. In two 
cases we have stained the cut sections for 
gonococcus by the usual method, and have 
obtained an organism which morphologically 


resembles the gonococcus in all respects. With 
such a definite etiological history as these cases 
present, together with the finding of the gono- 
coccus in pure culture in one case, and of a 
gonococcus-like organism in cut sections in 
two cases out of four cases examined, it seems 
fairly certain that we must consider the gon- 
ococcus to be the etiological factor in a great 
number of cases. Neither rheumatism nor 
exposure to wet seems to have played any role 
in the onset of the disease in our cases. The 
question as to whether the process is not one 
of an osteoarthritic type must be kept in mind, 
and is probably the etiological factor in a cer- 
tain group of these cases. None of our cases, 


however, have shown any involvement of an 
osteoarthritic nature of other joints, except in 
the two cases in which the spine was involved. 


SYMPTOMS 


Pain. That is the chief symptom. It is 
referred directly to the attachment of the plan- 
tar fascia with the os calcis. It is limited to 
a circumscribed area, having a diameter of 
two centimeters. Pain is elicited only on 
pressure, as when the patient stands on his 
feet. If other exostoses are present, pain is 
elicited by direct pressure at their site. 

Swelling. There is an enlargement of the 
heel, due to the thickening of the periosteum 
on both sides of the os calcis. There are no 
signs of acute inflammatory trouble, conse- 
quently no fluctuation. 

Motions of the foot are not limited, unless 
there are present some exostoses posterior to 
the astragalus, which limit plantar flexion, or 
exostoses of the mediotarsal joint, which limits 
abduction or adduction. 

Gait. The presence of the exostosis causes 
a characteristic gait. Instead of the weight 
of the body being borne mainly on the heel, 
it is transmitted to the ball of the foot. Hence 
the patient walks, as it were, on his toes. This 
makes the gait slow and careful, as if he were 
walking on a pebble in the heel of the shoe. 

Pain in the Back. Pain in the back is found 
in certain cases, due to the presence of exos- 
toses alongside of and between the vertebre. 
The presence of these exostoses present to us 
the symptoms of an osteoarthritis of the spine, 
that is, restriction of motion in definite direc- 
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tion, pain on hyperextension, and sometimes 
scoliosis. It seems to me that the two cases of 
our series which have been given spinal-column 
symptoms are of particular interest. Much 
has been written upon the etiology of osteo- 
arthritis of the spine. The gonoccoccus has 
been given the honor of its production in many 
cases, principally upon the history of the case. 
In our two cases in which symptoms of spinal 
trouble were present, the gonococcus has been 
obtained either in pure culture or in section 
from the specimens taken from the heels. As 


closely following each other. We also have, 
from a diagnostic standpoint, the symptoms 
referred to above, pain, a thickening of the os 
calcis, and a peculiar gait. Pain may also be 
elicited by stretching the plantar fascia, and 
this pain is referred directly to the position 
of the exostosis. 
RADIOGRAPH 

All radiographs show a distinct exostosis 
at the tubercle of the os calcis. These exos- 
toses, as has been said, vary in size from that 
of a pea to that of a marble. They are not as 


Case 6. 


the spinal symptoms came on shortly after the 
formation of the exostoses at the os calcis, it is 
fair to assume that the etiological factor was 
the same; namely, the gonococcus. 


DIAGNOSIS 


This depends first upon the history. A 
disease of adult life in our cases ranging from 
the eighteenth to the thirtieth year, generally in 
males, and making its appearance in three to 
nine months after am acute attack of urethritis. 
It is bilateral in its effects, the symptoms 
appearing in both heels simultaneously, or 


dense as normal bone, and their distal ex- 
tremities are somewhat larger than the portion 
which is attached to the os calcis. In certain 
cases the attachment of the exostosis to the os 
calcis is by dense fibrous and not by bony 
tissue. Occasionally one finds small bony 
deposits in the tendon sheaths or attached to 
other bones of the foot. Occasionally the 
exostosis is so large that it may be palpated 
through the plantar fascia. 
TREATMENT 

All treatment, other than operative inter- 

ference, has failed. Complete rest, hot air, 


73 
173 
— 
a 
q 
a: 
A 
we” 
| 


174 


rheumatic remedies, have given no results. 
The method pursued has been to make an 
incision along the side of the os calcis or di- 
rectly over the exostosis on the plantar surface 
of the foot, and to remove the exostosis through 
this incision. The wound is then closed with 
a skin suture of silver wire. A soft bandage 
is then applied, and the patient allowed to 
walk at the end of the second week. 
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All five of the cases which have been operated 
upon have been entirely relieved of the pain 
which was present on the plantar surface of 
the heel. Where exostoses were present on 
the posterior surface of the os calcis, some 
pain still remained at this point upon pressure. 
Nevertheless, all of the patients have returned 
to their usual vocations, and are able to per- 
form their work without furiher discomfort. 


TWO CASES OF ANEURISM ' 


ONE PopLirEAL, TREATED BY INTRA-ANEURISMAL SUTURE OF THE VESSEL ORIFICES ACCORDING 
TO THE METHOD oF MATAS; THE OTHER INVOLVING THE SECOND AND THIRD 
PoRTIONS OF THE LEFT SUBCLAVIAN 
With REMARKS 


By F. W. PARHAM, NEw ORLEANS 


ASE I. Popliteal aneurism oj moderate 
size. Opening oj sac; suturing oj proxi- 
~ mal and distal openings oj the artery; 
continuous suture jrom the lower open- 
ing lo the upper, without injolding oj the sac. 

W. P. C., aged 55, sent for me early in 
December, 1904. 1 found him complaining of 
pain in the leg, and examination revealed a 
pulsating tumor in the popliteal space. He 
gave the following history: 

In August, 1904, while walking in the moun- 
tains of Kentucky, he stepped on a round stone, 
which turned under his foot. He felt some 
soreness in the leg that night. The next day 
there was some soreness in the knee and swell- 
ing of the ankle. One week later he felt numb- 
ness in the leg, and the legs seemed reversed. 
Several weeks later, weakness of the left limb 
was marked. A thumping began early in 
September, in the popliteal space, associated 
with some enlargement about the knee. 

When I saw him in December there was 
no difficulty in making a diagnosis of aneurism 
of the popliteal artery. He was unwilling to 
undergo any treatment by flexion or by any 
other method that would keep him in an 
uncomfortable position for any length of time. 
He seemed, too, very averse to any operative 


intervention, but when I placed the matter 
clearly before him, he consented, and I sent 
him to the New Orleans Sanitarium, Decem- 
ber 12, 1904. There was nothing noteworthy 
in the general condition, except that there was 
a distinct apical regurgitant murmur, of which 
he had been aware for a long time. The 
popliteal space, especially in its lower half, 
showed distinct pulsation, with expansion, 
but the tumor, while quite evident, did not show 
conspicuous bulging. December 13th, I oper- 
ated upon him after the following manner: 
The leg having been properly prepared up 
to the level of the ischial tuberosity, he was put 
under the anesthetic, turned over on his ab- 
domen, and an Esmarch bandage applied 
from the toes up to a point somewhat above 
the middle of the thigh, where the constrictor 
was fastened. The operation was then begun 
by making a long incision through the middle 
of the popliteal space, about over the center 
of the aneurism. Dissection was carefully 
made down to the aneurismal sac, which was 
with difficulty brought into view, owing to its 
situation on the postero-external aspect of the 
artery, and also on account of four or five large 
turgid veins running directly over the sac. 
This was due to the fact that the constrictor 
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had not been sufficiently tightly applied, and 
it had to be tightened up. This is mentioned 
specifically, as it seems to have some bearing 
on the subsequent suppuration. Several of 
these large veins had to be tied either by cir- 
cular ligature or by lateral, and the aneurism 
was finally reached and opened. A _ large 
amount of clot was turned out with the fingers, 
disclosing a rather irregularly shaped sac, 
springing from the postero-external aspect of 
the artery and projecting chiefly anteriorly, 
the popliteal skin being only slightly bulged 
out. About three inches of the vessel-wall 
seemed to be involved in the dilatation, and 
about one half its circumference, leaving about 
one half the lumen presenting as a distinct 
trough, situated posteriorly and to the inner 
side of the sac proper, so that when the sac 
was laid open the cavity was seen to consist of 
two parts, the smaller lying posteriorly and 
to the inner side, and the larger, or aneurismal 
sac proper, projecting anteriorly and to the 
outer side. The ancurism was so overlaid by 
the tissues of the ham that this vascular groove 
was only discovered after a somewhat pro- 
longed exploration of the sac. When found, 
it served as a guide to the upper and lower 
openings of the sac, which had for some time 
eluded a most careful search. The upper 
orifice was first sutured from within by chromic 
gut sutures in a round needle, taking deep 
bites, and then the lower opening in the same 
manner. Finally, a continued chromic gut 
suture was carried from the lower opening to 
the upper, about three inches, converting this 
practically into a fibrous cord, thus thoroughly 
obliterating it. The sac could not be closed 
by Lembert-like inversion sutures, owing to 
its being so deeply imbedded and firmly ad- 
herent to the surrounding tissues, so I could 
only place a deep drain of gauze and depend 
upon such approximation as could be effected 
by the superficial sutures and a large dressing 
snugly bandaged on a posterior pasteboard 
splint. When the constrictor was _ released 
there was considerable venous hemorrhage, 
which was controlled by a number of ligatures. 
The wound was sutured completely, except 
where the drain came through, and a large 
dressing, enveloping the whole extremity from 
toes to groin, was applied. A few days after the 
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the operation the drain was removed and the 
dressing reapplied. All went well without any 
constitutional evidence of any local sepsis for 
about a week following the operation, when 
I dressed the wound, merely to see how it was 
getting along. I found it had opened, and a 
considerable quantity of pus was discharged. 
I opened the wound more freely so as to pack 
it with iodoform gauze, and continued to do 
this for some days. 

On January oth he left the Sanitarium for 
his home, in very good general condition, with 
the wound discharging very little, though still 
open. I continued to dress him for a few 
weeks longer — until the wound was entirely 
healed. 

May 16th he visited my office, in excellent 
condition, with no evidence of return of the 
aneurismal pulsation. Some pulsation could 
be felt at the upper part of the popliteal space, 
but this was clearly nothing more than the 
pulsation of the artery above the anuerism. 
The dorsalis pedis artery could be quite dis- 
tinctly felt. The posterior tibial could not 
be made out at all. 

Since writing the above, this gentleman has 
died in Kentucky, but I have as yet been 
unable to get particulars, although I have 
reason to believe from conversation with a 
friend of his previous to his death that the 
ancurismal tumor had not recurred. 

Case I]. Aneurism oj the second and third 
portions oj the lejt subclavian, beginning just 
behind the scalenus muscle, and extending to the 
point oj disappearance of the artery under the 
clavicle, the outer halj oj which overlay it some- 
what. Resection oj the inner three fourths oj 
the clavicle; ligature oj the first portion, just 
inside the scalenus muscle; temporary cessation 
oj the pulsation; incision oj the sac, jollowed 
by severe hemorrhage; finally controlled by 
suture oj the proximal opening within the sac 
and distal ligation oj the subclavian. 


This case I report with the kind permission 
of Dr. E. D. Martin, who operated upon it, 
assisted by myself. 


This case was that of a man 53 vears of age, 
troubled with a tumor just above the middle 
of the left clavicle, which had been growing 
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since the middle of September, 1904, causing 
him much pain in that region and in the arm, 
and disabling the use of the arm. 

No difficulty was had in making a diagnosis 
of aneurism of the subclavian, probably near 
the beginning of its third portion. 

Operation was done December 8, 1904, by 
Dr. E. D. Martin, assisted by myself. An 
L-shaped flap, marked out by an_ incision 
down the outer border of the sternocledomas- 
toid to the sternal end of the clavicle and thence 
along the clavicle to the acromion, was turned 
outward and the inner two thirds of the clavicle 
removed. The remainder of the clavicle was 
subsequently removed to gain more room, 
owing to the projection of the aneurism under 
this bone. The artery was then sought for by 
careful dissection, necessitating, finally, the 
cutting of the scalenus anticus before the vessel 
could be sufficiently isolated above the sac to 
permit of its ligation. This was successfully 
done by Dr. Martin, but the pulsation con- 
tinued, whereupon he threw a second ligature 
about the vessel, close to the first and nearer 
the aneurismal sac. This seeming to control 
the pulsation, I suggested laying open the sac, 
which Dr. Martin did. At once there was a 
gush of blood, which was largely controlled 
by my finger, thrust into the opening of the 
subclavian in the sac. Dr. Martin grasped 
the artery outside the sac between thumb and 
finger, whilst with the other hand he managed 
to get another ligature about the vessel, close 
to the sac. This being tied, the bleeding was 
much diminished, but still continued, and 
could be seen pouring into the sac when my 
finger was withdrawn. At this juncture we 
concluded to suture the plainly exposed orifice, 
which was large enough to admit the index 
finger. This was easily done, and at once 
controlled absolutely the proximal bleeding. 
Considerable hemorrhage, however, continued 
to come from the distal end of the artery, 
probably supplied through the subscapular 
from its collateral connections above. This 
Dr. Martin secured after much difficult and 
anxious dissection, owing to the encroachment 
on the region by the sac and the extensive 
infiltration of the surrounding tissues. When 


this was accomplished, all bleeding ceased, the 
wound was sutured, with provision for drainage, 
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and he was put to bed in fairly good condition, 
notwithstanding the considerable loss of blood 
he had sustained. I took charge of the patient 
while Dr. Martin attended the meeting of this 
Association in Birmingham. Nothing event- 
ful occurred until some time later, when Dr. 
Martin found an abscess in the region of the 
old sac. This was evacuated, and healing of 
the wound took place: without further trouble. 
No hemorrhage and no gangrene occurred, 
save a small pressure-sore over the olecranon, 
but marked disability continued, which was, 
however, considerably improved under careful 
electrical treatment. He came to my office 
in September, in good spirits, telling me he was 
steadily getting better. He has continued to 
improve to this date. 

In this case the method of Matas was not 
typically carried out, in that only the proximal 
opening was sutured, the distal not being found, 
so that the artery below had to be ligated, but 
the effect of suture in controlling the hemor- 
rhage, which the proximal ligation had failed 
to do satisfactorily, was beautiful and striking. 
There seemed to be some vessel bringing a 
retrograde current into the artery so close to 
the aneurismal sac that the ligature did not 
control it, whereas the suture did. 

In another case, I would put a clamp on the 
vessel, close to the sac, open the sac and suture, 
and if the distal opening could not be similarly 
treated, | would, as Dr. Martin did in this case, 
ligate the exposed distal vessel. 

Here, then, are two cases of markedly dif- 
ferent character, in which the demonstration 
has been made by us that intra-aneurismal 
suture of the feeding orifices is effective in 
controlling the bleeding and curing the aneurism 
without the occurrence of secondary hemorr- 
hage or of gangrene. 

In devising this operation and so clearly 
marking out its indications and its technique, 
Dr. Matas has done a most brilliant piece of 
work, which is, without doubt, one of the most 
valuable contributions to surgery of recent 
years. It is far more rational than the Anel- 
Hunter method, and far safer and more effec- 
tive than that of Antyllus or any of its modifi- 
cations. The Hunterian operation, first done 
by Hunter on December 12, 1785, just 120 
years ago yesterday, was a reaction from the 


terrible results of the Antyllian procedure. 
Indeed, as Mr. Holmes points out (Stimson), 
“the immediate acceptance and substitution 
of the Hunterian operation, which was of itself 
nearly as fatal as amputation of the thing, 
shows that the mortality after the old operation 
must have been frightful.” 

The lack of anesthesia, ignorance of asepsis, 
imperfect hemostasis, partly due to the hurry in- 
cident to operation without anesthesia, and 
consequent shock, will explain the immediate 
large mortality, and the sepsis and general 
inflammatory infiltration and tension favored 
the occurrence of gangrene and secondary 
hemorrhage. Undoubtedly, under such cir- 
cumstances, the ligation of an easily uncovered 
portion of artery higher in the limb seemed a 
much more sensible surgical procedure, and 
Hunter’s example had many followers. But 
some of the prominent surgeons, like Syme, 
still preferred the old operation in certain cases, 
reserving the Hunterian for popliteal, femoral, 
and carotid arteries. 

Sepsis, secondary hemorrhage, and death, 
or gangrene, requiring amputation, adding 
perhaps to the fatality of the operation, at- 
tended both the old and the new operations 
until the advent of the antiseptic era, when the 
mortality from both operations fell in a re- 
markable manner, as shown by the statistics 
of Delbet. With the improvement in tech- 
nique and the avoidance of sepsis, the old 
operation again came into favor. 

The extirpation of the sac, which controlled 
the bleeding from collateral supply to its walls, 
enabled the surgeon to do away with the tight 
packing of the sac, and the results were much 
improved. Still, gangrene occasionally super- 
vened, and death or amputation was the end. 

The discussion on popliteal aneurism in the 
Société de Chirurgie of Pairs last spring shows 
still great diversity of opinion, owing to varying 
results in the hands of equally good surgeons. 

One thought simple ligation much less 
likely, in large aneurisms, to be followed by 
gangrene, while another, held that the extir- 
pation of the sac was distinctly safer. Most 
were agreed that the Esmarch bandage should 
be discarded, as adding to the danger of gan- 
grene. Some were of opinion that the distal 
ligation should be done first, to prevent the 
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distribution of clots in the vessels of the leg 
below the aneurism, while one (Poirier) re- 
ported one case of extirpation of the sac where 
the distal ligation was first done, but was 
followed, nevertheless, by gangrene. He sug- 
gested that in arteriosclerotic patients with 
voluminous aneurism (popliteal), simple liga- 
tion should first be resorted to. 

Now, I believe that intra-aneurismal suture 
of the openings, after thorough emptying of 
the sac, will be far safer than any of the modi- 
fications of the old operation, because the 
intra-aneurismal pressure is relieved by the 
removal of the clot, and because the suture 
of the very ends of the arteries — their mouths 
in the sac — saves every possible fraction of 
an inch of the nutrient vessels, both direct 
and collateral. Besides, suture of the open- 
ings, while effective in controlling hemorrhage, 
does it by simple approximation, and therefore 
with less damage to the vessel-wall. Further- 
more, to get a ligature around the vessel re- 
quires more dissection and more interference 
with collateral supply, especially with that 
which lies close to the sac. The method is 
applicable to all aneurisms where the proximal 
current may be arrested with constrictor or 
clamp or temporary ligature, and where the 
interior of the sac may be inspected through 
an incision. 

While I do not believe that many cases of 
fusiform aneurism will be found where it will 
be a distinct advantage to attempt to restore 
the continuity of the artery, still, a few cases, 
like Morris’s, may justify the attempt. But 
there is so little interference with collateral 
supply by this method of Matas, that I believe 
it will be safe in almost every case to resort to 
simple suture of the arterial openings, which 
is the essential feature of the operation. 

The experience of the past two years — it 
has been on trial only two and one half years — 
in the twenty-five cases, including case No. 2, 
here reported, and not comprised in the twenty- 
four cases collected by Dr. Matas (soon to be 
published by him), so far reported, either in the 
journals, or personally to Dr. Matas, indicates, 
and wider employment of the method in the 
future will, I believe, demonstrate, that the 
only contraindication to simple suture of ac- 
cessible vessel-mouths will lie in the largest 
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vessels, especially the aorta, where simple 
ligation has been uniformly fatal. 

I believe the Matas procedure of recon- 
struction of the aorta affords the only hope for 
these cases, where the methods by coagulating 
injections, introduction of solid bodies, or 
galvanopuncture have heretofore been our 
only resort. The method in some cases can 
be easily carried out, where erosion of the 
vertebre has not occurred, and the sac can be 
sufficiently cleared of adherent viscera to afford 
entrance by incision. Many surgeons are 
doubtless awaiting such an opportunity, and 
the next few years will probably demonstrate 
the feasibility of the operation in some hitherto 
hopeless cases. 

It was not my intention in writing this paper 
to go into the subject in anything like an ex- 
haustive manner, as Dr. Matas has done that 
most thoroughly in the paper which I hold 
in my hand, just received from him, so I will 
close this paper with the following summary 
of conclusions: 

SUMMARY OF CONCLUSIONS 

The operative indications for this procedure 
are: 

1. The practicability of laying open and 
inspecting the interior of the sac; and 

2. The possibility of applying a constrictor, 
clamp, or temporary ligature to the proximal 
side of the tumor.' 

In the second case reported, the suture was 
employed because proximal ligature failed to 
stop the bleeding completely. 

The operation of suture within the sac is 
to be preferred to ligature, because 


1 Distal compression is not mentioned, as it is believed that with proxi- 
mal control the distal opening may be sutured first, before blood shall 
have had time to return in a retrograde manner. The range of appli- 


cability of the procedure is thus somewhat extended. 
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1. Every possible bit of artery is saved, 
except that actually forming the sac of the 
aneurism. 

2. Suture accomplishes simple approxima- 
tion of the intima, and does not cut through, 
as may happen with ligature of an atherom- 
atous artery. 

3. All collateral bleeding in the sac is stopped 
by direct suture of these vessel-mouths within 
the sac, and packing of the sac becomes un- 
necessary. 

4. Hence there is no disruption of the out- 
side vascular (collateral) connections of the 
sac-wall, already much relieved by the empty- 
ing of the sac. 

The reconstruction of the artery is to be 
attempted only in certain cases, as in aortic 
aneurism, where suture of the proximal open- 
ing would, like ligature, probably be fatal, and 
in other aneurisms, where, from swelling due 
to lymphangitis, etc., as in Morris’s case, the 
danger of gangrene is too great to risk any 
interference with the nutrient stream. In 
such case, and especially the latter, the 
reconstruction of the artery is to be preferred, 
for two reasons: 

1. Because even a temporary continuance 
of the main stream will be a great advantage 
until the subsidence of oedema consequent 
upon the evacuation of the sac shall have 
somewhat relieved the stress upon the collateral 
vessels; and 

2. Because, as remarked by Matas, and 
shown in Danna’s case, it is feasible at a 
secondary operation again to open the sac 
and close the arterial openings. 

In some abdominal aneurisms, hopless by 
other means of trestment, Matas’s method 
offers some hope of cure. 
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STARVATION AND LOCKING THE BOWELS FOR FROM TEN DAYS 
TO TWO WEEKS 


By HOWARD A. KELLY, M.D., Batriwore. 


HE laws of nature know no big or little 
events, but operate alike in all, and to 
the law of gravity it is the same whether 
an avalanche of rock slides down a 
mountain slope, or a little grain of sand rolls 
onward with a stream in its journey oceanward. 

So, too, in our surgical work, the greatest 
laws are equally in force, whether we regard 
the case as large or small. In order to use this 
philosophy upon the subject now before us, I 
lay before you a few facts which I have worked 
out within the past four years, in the hope that 
they contain some principles of widespread 
applicability. 

Let me at once say emphatically, that while 
I myself prefer to manage my complete tear 
cases by the starvation plan, and while I believe 
it is the best way to manage them, it is not for 
this reason that I come before you, and I do 
not care a straw whether you adopt this method 
or stick to the old one of securing a movement 
as early as the second or third day. I do, 
however, want your philosophical minds to 
grasp the facts I shall lay before you, and to 
see if you find in them anything suggestive, and 
reaching, perhaps, into wider and more impor- 
tant fields. 

I have before me a list of complete tear cases, 
twelve in number, treated since October to, 
1gol, in my private hospital in Baltimore; 
these include one rectovaginal fistula and two 
bad injuries to the rectum, involving an exten- 
sive loss of substance of the posterior lower 
bowel from tuberculosis. The method of 
operation used in the tear cases was, for the 
most part, that of turning down an apron, so 
as to avoid passing any sutures in the bowel 
surface, and dissecting out the sphincter mus- 
cle, suturing it independently with buried cat- 
gut sutures, besides splinting the sphincter with 
a silkworm-gut suture, transfixing it just back 
of the ends and passing up through the septum. 

I had had a failure in an old case which 
became unmanageable, just before the first 


case on this list came under my care, and when 
my old friend and classmate, Dr. Harry Whit- 
comb, of Norristown, Pennsylvania, brought 
me a rectovaginal fistula upon which repeated 
operations had failed, I resolved to carry 
through a new plan, by giving the bowels per- 
fect rest and insuring an easy movement at the 
end of about ten days, without risk to the tender 
wound. 

The operation was done October to, 1901, 
after a thorough evacuation of the bowels. 
Following the operation no food was given for 
24 hours. 

The patient then received two drachms of 
albumin in water at 9 and again at 11:45 P.M. 

On the third day she received two drachms 
of albumin, on an average, every 3 hours. 

On the fourth day, after receiving two 
drachms every three hours for five times, she 
took four drachms for the remaining three 
times. 

From the fourth day on, she received four 
drachms every three hours until the tenth day, 
when I gave an oil enema, and on the following 
day administered licorice powder, 2 drachms, 
followed the next morning by another oil enema, 
which, in turn, was followed by 2 drachms of 
the sulphate of magnesia, after which she had 
a large, partly formed stool, with no scybala. 

The result of the operation was perfect. 

In some of the earlier cases the diet was 
occasionally varied with a half-ounce of beef- 
juice or chicken broth, or 2 ounces of pepto- 
noids, but it soon became evident that the 
patients did best, and that there was less diff- 
culty with the bowels, on albumin alone, so 
that, for some time past, it has been consis- 
tently adhered to. 

The total amount of albumin taken by a 
patient who is thus locked up and put on lim. 
ited diet during a period of ten days, is one 
quart and thirteen ounces; the amounts aver- 
age as follows: first day, nothing; second day, 
12 drachms; third day, 24 drachms;. fourth 


1Read before the eighteenth annual session of the Southern Surgical and Gynecological Association, Louisville, Kentucky, December 12-14, 1905. 
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day, 36 drachms; fifth day, 48 drachms; and 
from the fifth to the tenth day, 48 drachms, or 
6 ounces daily; making a total of 45 ounces, or 
one quart —- 13 ounces in ten days. 

The bowel is moved at the end of the period 
by giving a half-ounce of licorice powder, fol- 
lowed, in some cases, by an oil enema, and, 
perhaps, the next morning by a half-ounce of 
salts. 

The most important factor in securing the 
first evacuation is to have the patient lying on 
the side in a Sims position, so as to obviate 
straining. The nurse then takes one of the 
kidney-shaped pans, or a triangular pan, and 
receives the movement as it comes. One of 
my patients got onto a large bed-pan in this 
position; a rubber sheet and plenty of gauze 
can also be used, the evacuation passing into 
the bed. 

As soon as the bowels move, I give broth, 
beef-juice, or wine-jelly for 24 hours, and then 
a soft-boiled egg, and cream sweetbread, and 
after this, bread, toast, soup. I keep the 
patients in bed, as a rule, for 18 days. 

To follow out this plan of treatment takes 
much moral courage, as the patient at first 
begs, and even cries, for food. 

Let me now review a few of my cases. 

One had been torn, asa child, by an acci- 
dent. 

Several had had repeated operations. 

Another had been torn for twenty years, and 
before the operation she was very feeble and 
believed to have pulmonary trouble; she has 
since grown fat and is in perfect health. 

One had an extensive complete tear, and, in 
addition, the whole base of her bladdershad 
dropped out. 

One, a man, had had repeated operations for 
tuberculosis with great loss of tissue and exten- 
sive cicatrices; he had been taking 4o grains 
of morphia daily, and had to have 33 grains of 
morphia hypodermically for ten days after the 
operation. He got well with a fistula, and had 
to be operated on again for this. 

Another was a very frail little woman, but 
she kept up her starvation diet for ten days and 
did splendidly. 

The next on the list was an elderly woman, 
who fretted much over such unusual treatment, 
but kept up the diet for 12 days. 
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Again, a very feeble little wisp of a woman 
stood it for 10 days, and left my care in 3 
weeks with a good result. 

Let me close by giving the last two cases on 
my list in a little more detail. 

One was a patient, operated upon in the 
intermediate period for a recent complete tear, 
whose tissues were very friable, and in a most 
unsatisfactory state for plastic work, where I 
was obliged to do the old Emmet operation of 
suturing on three surfaces — rectum, vagina, 
and perineum. At the end of twenty-four 
hours, she received a drachm of albumin every 
two hours, increasing this by one drachm every 
day until the fifth, when she took half an ounce. 
She was kept on this until the eleventh day. 
On that day the bowels were moved with 
licorice powder, followed by an oil enema, intro- 
duced with a soft rubber catheter, securing a 
large soft movement in the side position. 

Lastly, Mr. H. was operated upon November 
14, 1905, for an extensive defect in the posterior 
rectal wall, extending from the sphincter, which 
was divided up to the third sacral vertebra. I 
had removed the lower vertebrie, as they were 
involved in the tuberculous process. As rest 
was of the utmost importance to the thin line 
of sutures extending from up under the sacrum 
down to and including the sphincter, I kept 
him in the restricted starvation diet with locked 
bowels for 15 days. On the fifteenth day he 
was given a half-ounce of licorice powder, 
followed in six hours by four ounces of cotton- 
seed oil, given by enema. Eight hours later 
he had a good soft movement, and now has 
excellent union, with perfect control over his 
bowels. He did perfectly well on the diet, and 
never at any time seemed exhausted. 

One of the inherited gynecological traditions 
runs to the effect that if you lock up the bowels 
you are sure to have scybala form, and when 
these pass they will tear open the wound. 
This difficulty can be controlled by diet. If 
you give milk, you will have scybala, but not 
with albumin. 

I have brought before you to-day an old 
thought in a slightly new form, and perhaps a 
little more methodized. 

I would suggest, in conclusion, that you con- 
sider these facts. 

We have been discussing two things — a 
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most restricted diet and an obstipation extend- 
ing over a period of from 8 to 15 days. 

I would suggest to you, as surgeons, that we 
give closer attention to the value of this re- 
stricted diet, limited to nature’s most highly 
concentrated nutriment, egg-albumin, which 
leaves almost no ashes in the bowel. 

It may prove of value to us in dealing with 
the various forms of indigestion which we meet 
in association with our work; it will surely be 
of value in all plastic operations on the intestinal 
tract. I have recently used it with great effect 
in reducing a very stout woman with umbilical 
hernia. 

It may prove of value in treating hysterical 
patients, as an adjuvant to those other forms 
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of treatment which we use in our efforts to aid 
the patient to strike a new balance with her 
nervous system. One thing is sure, nutrition 
must be profoundly affected, and when we 
begin to supply nature’s cry for more food, we 
may, with massage, cold douches, or spongings, 
followed by active exercise, succeed in diverting 
the nutrition into old, unused channels, and so 
build up the nervous system. 

The locking up of the bowels is of value in 
plastic work about the rectum, and the limited 
diet, in so far as this is concerned, is incidental. 
One point is established here, which is, that 
the patient may have a perfectly easy, soft 
movement, even after shutting up the bowel 
for ten or fifteen days. 


POST-OPERATIVE CYSTITIS IN WOMEN: 


ITS CAUSE 


AND PREVENTION 


WITH SPECIAL REFERENCE TO THE FORM APPEARING 
ABDOMINAL OPERATIONS FOR UTERINE 


AFTER THE 
CANCER' 


RADICAL 


By FRED. J. TAUSSIG, M.D. 


Acting Gynecologist, Gynecological Department St. Louis Skin and Cancer Hospital 


F the prevention of the various diseases 
that on every side beset humanity, and 
the cure of these manifold afflictions when 
they have already attacked their victims, 

have heretofore occupied so much of our time 
and study, how much more reason is there to 
give more attention to those conditions directly 
resulting from our surgical procedure — con- 
ditions for which we ourselves, therefore, are 
in part responsible — that at times prove so 
troublesome to our patients, and may even result 
in their death? Among the most frequent of 
these conditions is post-operative cystitis. 
Every gynecological surgeon has had instances 
where his best results have been marred by 
this complication, and his patients, at times, 
left in worse condition than before the opera- 
tion. It was while working in the Kaiserin 
Elizabeth Hospital, in Vienna, in 1g02, at a 
time when Wertheim was just beginning to 


1 Read before the City Hospital Alumini Association of St. Louis, November 16, 1905. 


obtain better results with his radical operation 
for uterine cancer, that the frequency with 
which post-operative cystitis followed this oper- 
ation, in particular, induced me to give the 
subject more study. To my amazement I 
found that the literature on the subject was 
practically a blank. The etiology of cystitis 
in general had been thoroughly investigated 
by such men as Melchior, Rovsing, Guyon, 
and others, but that form appearing after 
operation, its cause, prevention, and treatment, 
was mentioned only casually, in connection 
with other matters. 

Investigations carried out at this hospital 
with the kind permission of Professor Wertheim 
showed that out of 282 gynecological operations, 
cases in which the bladder was more or less 
denuded, 60, or 21 per cent, had urine retention, 
and hence had to be catheterized more than 
three days, and 43, or 15 per cent, had to be 
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catheterized more than six days. Of these 43, 
all but one or two developed a cystitis of greater 
or less severity. 

Since that time, there have been a number 
of articles upon this subject by Kolischer, Ros- 
enstein, Frankenstein, Gutbrod, and others, 
but the work of Baisch has done more to clarify 
our knowledge on the etiology of this condi- 
tion than any other thing heretofore. His 
work was based partly on clinical experiences, 
but mainly on_ bacteriological investigations 
and animal experiments. His conclusions will 
be considered later under their proper head. 

FREQUENCY 

If I stated that in 43 of the 282 cases on my 
list a cystitis developed, it must be remem- 
bered that in 35 out of these 43 patients there 
had been done a radical panhysterectomy for 
cancer with extirpation of as much of the broad 
ligament as was possible. In two thirds of 
the patients subjected to this procedure, cathe- 
terization had to be resorted to for over a week. 
It would not be fair, therefore, to take 15 per 
cent as an average of the frequency with which 
post-operative cystitis occurs after gynecological 
operations. Yet I find that Frankenstein, 
who included only vaginal operations in his 
list, records post-operative cystitis in 9.3 per 
cent of his cases. The frequency of these 
bladder complications seemed to be directly 
dependent on the extent of the bladder denuda- 
tion. Thus I found it to be only 2 per cent 
in vaginal hysterectomy, 14 per cent in the ex- 
tensive operations for prolapsed uterus, and 
64 per cent in the Wertheim panhysterectomy 
for cancer. Frankenstein, in similar wise, 
recorded o per cent for simple Alexander’s op- 
eration, 5.9 per cent for Alexander’s operation 
combined with vaginal plastic, and 9.3 per 
cent in more extensive vaginal operation. 

In the past few years I have made inquiries 
to see whether the frequency of bladder trouble 
complicating the radical cancer operations 
was found in equal proportion by other men. 
From Professor Kroenig I received a_ letter 
stating that he had had 6 cases of cystitis out 
of 28 such operations. From Doederlein’s 
clinic Baisch reports a majority of the patients 
operated for cancer suffering from urine reten- 
tion, but a considerable diminution in the per- 
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centage of cystitis owing to prophylactic bladder 
irrigation. Sampson, then working under Kel- 
ly of Baltimore, performed even more exten- 
sive operations, and his results prove how 
important a part the urinary tract plays in this 
operation. A cystitis occurred in 12 out of 
his 16 cases, and twice an ascending renal 
infection resulted in-the death of the patient. 
Finally, Dr. Brettauer of New York was kind 
enough to send me the following complete 
urinary report of three Wertheim operations 
for cancer performed by him. In two of the 
three patients, urine retention and cystitis re- 
sulted. The details of his report were as fol- 
lows: 


URINARY REPORT AFTER WERTHEIM OP- 
ERATIONS 


CAsE 1.— Surgical No. 72866. Sept., 1902. 

Bejore O peration.— Subjective symptoms: None. 

Urine Report.— Sept.9. Catheterized; specific grav- 
ity, amber, clear, 1020; trace albumin; few epithelial 
cells. 

Sept. 15. Yellow, cloudy sediment, 1014; trace al- 
bumin; pus and epithelial cells (not catheterized). 

Ajter O peration.— Subjective symptoms: Never any. 

Sept. 24. Catheterized; clear, 1012; trace albumin; 
few granular casts; few pus and epithelial cells. 

Oct. 1. Catheterized; clear, 1012; trace albumin; 
no granular casts; few pus and epithelial cells. 

Oct. 9. Not catheterized; few pus and epithelial 
cells. 

Oct. 16. Not catheterized; pus and epithelial cells. 

Oct. 27. Not catheterized; few pus and epithelial 
cells. 

Had to be catheterized for 18 days after operation, 
because she could not urinate regularly. 

Passed very large quantities of urine for 21 days after 
operation; was getting digitalis. 


CasE 2.— Surgical. (Roony.) Jan., 1903. 

Bejore Operation.— Subjective symptoms: None. 

Urine Re port.— Few red blood-cells; was cystoscoped 
before operation. 

Ajter Operation During operation right ureter 
very adherent in its intraligamentous part. Operated 
Dec. 24, 1902. 


Dec. 25. Catheterized; few pus-cells and casts. 
Dec. 31. Catheterized; few pus-cells and casts. 
Jan. 1. Uretero-vaginal fistula; symptoms of cysti- 


tis (how long they lasted records do not show); blad- 
der irrigation; urine cloudy. 

Jan. 2. Catheterized; few pus-cells. 

Jan. 5. Still has bladder irrigation (when they were 


stopped records don’t show). 

Jan. 9. Cystoscopy; urine flows from left ureter 
only an occasional drop from right. 

Jan. 10. 


Not catheterized; pus-cells. 
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Jan. 24. Not catheterized; few pus-cells. 

Jan. 29. Not catheterized; clear; pus-cells. 

Was catheterized eleven days after operation. 
Whether she could not urinate voluntarily, or was 
catheterized on account of cystitis, records do not 
show. 


CasE 3.— Surgical No. 76772. Rosie Bornstein. 


Dec. 1903. 

Bejore Operation.— No urinary symptoms. 

Urine Report.— Not catheterized; many pus-cells. 

Ajter Operation.— Never any urine symptoms up to 
date, Dec. 1. Operated on Nov. 18, 1903. 

Urine Report.— Catheterized; urates. 

Had to be catheterized only six days after operation; 
then urinated voluntarily. Urine normal. 

CAUSES 


Coming now to a consideration of the general 
causes that produce post-operative cystitis in 
women, we have, as in the other forms of this 
trouble, two main factors,— traumatism and 
infection. The one is incapable of producing 
a cystitis without the other. A third factor — 
urine retention — is, as we have seen in the 
clinical statistics, of the greatest etiological im- 
portance, but its influence is almost wholly an 
indirect one; i.e., increasing the danger of in- 
fection through the necessity of frequent cathe- 
terization. Kolischer has apparently misun- 
derstood my point of view in this regard. 
Urine retention is not the immediate cause of 
cystitis, unless the bladder be allowed to dilate 
to such an extent as to cause a trauma. No 
one would, of course, allow such a condition 
to arise. But the great danger of catheter 
infection resulting from such urine retention 
cannot be gainsaid. 

We must therefore, in a consideration of 
the etiology of post-operative cystitis, include 
those circumstances that tend to produce an 
inability to empty the bladder spontaneously. 
Other factors being equal, an abdominal oper- 
ation will more often be attended with inability 
to void urine than a vaginal one, for the reason 
that the former, to a certain extent, interferes 
with the proper action of the abdominal mus- 
cles. These muscles are of almost as great as- 
sistance in micturition as in defecation. In 


my series the frequency of urine retention after 
simple abdominal hysterectomy was 3.4 per 
cent, whereas after vaginal hysterectomy it 
Was 2 per cent. 

Furthermore, if the anatomical relations of the 
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bladder to the other organs of the pelvis be 
greatly altered, we may more frequently expect 
a disturbance of its functions. Urine retention 
is not rare after Alexander’s operation in which 
the bladder itself is not touched. Gutbrod 
seeks to explain this as due to the anteverted 
and elevated position of the uterus in this 
operation. The uterus thus not merely presses 
against the bladder, but through its elevated 
position the urethra is bent anteriorly and the 
normal expulsion of urine interfered with. I 
cannot say that this explanation is wholly jus- 
tified by the actual anatomical condition. Just 
what the true cause of urine retention in these 
cases may be still seems an open question. 

Injury to and interference with the blood- 
vessels and nerve-supply of the bladder is 
doubtless more often to blame for inability 
to urinate spontaneously after operations than 
any other cause. It is but rational to suppose 
that if the bladder be denuded and the afferent 
vessels to this region be ligated, the muscular 
action of the detrusor vesice in this region 
would be almost annihilated. If the vessels 
ligated supply a large portion of the organ, or 
if the surface denuded with its attendant mul- 
tiple injury to the smaller superficial branches 
be extensive, the portion remaining will often 
be unable to expel the bladder contents. Thus 
can be explained the occurrence of urine reten- 
tion after operations for vaginal and uterine 
prolapse. If we consider the excellent anasto- 
mosis of bladder-vessels and the great rarity 
of bladder necrosis after even extensive denuda- 
tion, we must seek some other factor to ex- 
plain the extraordinary frequency of urine 
retention after the radical abdominal opera- 
tions for cancer. Both Sampson and Baisch 
concur with me in laying the emphasis here 
on the extirpation of the ganglionic system 
lying in the broad ligaments. By shutting 
off a great part of the nerve-supply of the 
bladder, as we do in this operation, it is not 
surprising that we should find a long enduring 
paralysis of the detrusor vesice with conse- 
quent inability to void urine. 


TRAUMATISM 


From what has been said about the blood- 
supply, it is evident that in many operations, 
particularly if the bladder be handled roughly, 
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the organ will be subjected to much contusion. 
Ecchymotic areas are found with comparative 
frequency, and a superficial desquamation of 
epithelium is not at all rare. Stoeckel, in his 
excellent book, Cystoskopie des Gynaekologen 
devotes a chapter to the cystoscopic appearance 
of the bladder after operations. After hyster- 
ectomy he finds quite frequently submucous 
hemorrhage in the bladder fundus. These 
are doubtless associated with hemorrhages in 
the bladder-wall, and may be due either to 
trauma in separating the bladder from sur- 
rounding structures or to venous stasis result- 
ing from ligation of bladder-vessels. That the 
catheter is not to be blamed for the hemorrhages 
he shows conclusively. One case, in which 
the trauma, during operation, was practically 
nil, and urine was passed spontaneously, 
showed cystoscopically extensive ecchymoses. 
These Stoeckel ascribes to venous stasis re- 
sulting from interference with blood-supply. 
No cystitis developed in this case. 

Naturally, the danger of cystitis is even 
greater where the bladder has been either acci- 
dentally or purposely incised in the operation. 
Ureteral implantation into the bladder is ne- 
cessarily attended with the exposure of more 
or less surface in the bladder. 

INFECTION 

Even the most extensive injuries, however, 
are insuflicient to produce a cystitis, if we can 
exclude the entrance into the bladder of pus- 
producing micro-organisms. In illustration of 
this I should like to cite a series of animal ex- 
periments recently made by me on the bladder 
of rabbits. In nine cases the superior vesical 
and the vesical branch of the uterine were 
ligated and cut on each side, and wherever 
the rabbit had attained puberty, the tubes, 
uterus, and upper vagina were extirpated as 
in the cancer operations. As the work was 
done without assistance, the asepsis occasion- 
ally suffered, and in two cases a stitch abscess 
developed. All the rabbits survived the opera- 
tion, and were killed at varying times, ranging 
from five to twenty days. 

In the rabbit the superior vesical artery can 
be distinctly seen coursing upward to the ver- 
tex of the bladder, and its ligation is a com- 
paratively simple matter. I found that after 
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tying it could be cut without any danger of 
bleeding from the distal end by anastomotic 
vessels. Following is an abstract of the cases: 


CAsE 1.— Female, adult. Operation Nov. 20, 1903: 
Morphine 0.03, followed in three quarters of an hour 
by chloral 0.3 .Vesical arteries tied, uterus and tubes 
extirpated. Rabbit roused from anesthesia before 
conclusion of operation. Infection probable. Nov. 
25: Rabbit recovered from operation. Killed by 
cervical fracture (Nackenschlag). Post-mortem; ab- 
domen showed localized suppurative peritonitis in pel- 
vis, a sac containing yellowish pus near the left ureter. 
Intestines adherent to fundus of bladder. Bladder 
one third the size previous to operation. On opening 
the bladder a suppurative cystitis localized to the vertex 
was discovered. 

CASE 2.— Female, adult. Nov. 3, 1903: Tied both 
superior vesical arteries, removed uterus and tubes. 
Noy. 21: Rabbit killed. Bladder rather high. Ad- 
hesion of large gut to left side of bladder. Slight in- 
jection of vessels of trigone. No cystitis. 

CAsE 3.— Female, young. Nov. 8: Tied off and 
cut all vesical arteries and veins. Accidentally per- 
forated bladder fundus with needle-point. Some urine 
escaped through opening. Nov. 13: Rabbit killed. 
Bladder adherent to intestines. Vertex of bladder 
contains several dark red thrombotic areas. Bladder 
contains 2 c.c. of clear urine. No cystitis. 

CasE 4.— Female, young. Nov. 10: Ligated and 
cut superior vesical and uterovesical arteries. Nov. 
21: Killed. Slight adhesion to abdominal wall. 
Stitch abscess near left vesical artery. Urine cloudy. 
Fundus shows profuse purulent cystitis. Base of blad- 
der free. Bladder greatly contracted. 

CAsE 5.— Female, adult. Nov. 8: Tied  vesical 
arteries as heretofore and removed uterus and tubes 
together with 35 cm. vagina. Nov. 13: Rabbit killed. 
Fundus adherent to abdominal incision. Bladder 
contains only 2-3 c.c. clear urine. Fundus shows throm- 
bosis. Base normal. No cystitis. 

6.— Female, adult. Nov. 1: Tied all four 
vesical blood-vessels. Nov. 14: Intestines adherent to 
fundus; vessels going from mesentery to fundus; no 
thrombi visible. Bladder contracted and empty. No 
cystitis. 

CAsE 7.— Female, adult. Oct. 3: Tied uterovesical 
and superior vesical arteries on both sides. Nov. 1: 
Abdomen opened; bladder found to be apparently 
normal. Compensatory circulation established through 
anterior peritoneal fold. Tube, uterus, and two thirds 
of vagina removed; all blood-vessels again tied near 
their point of origin. Nov. 14: Rabbit killed. Blad- 
der very small. No adhesions. Fundus shows regen- 
erated thrombotic area. No cystitis. 

Case 8.— Female, adult. Oct. 17: Two superior 
vesical and one uterovesical branch tied off. Oct. 27: 
Rabbit killed. Adhesion of fundus to abdominal in- 
cision. Urine clear. No signs of thrombosis. No 
cystitis. 

CaAsE 9.— Male, 


adult. Nov. 20: Superior and 
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utero vesical arteries tied. Nov. 25: Rabbit killed. 
Adhesive peritonitis; no pus to be seen. Bladder 
walled in by intestinal adhesions. Bladder contains 
large hematoma in left wall. Considerable edema. 
No cystitis. 


Microscopic sections were made of various 
portions of the bladder in all nine cases. In 
the two cases that developed a cystitis a well- 
marked pyogenic membrane was found upon 
the hematomatous area. The infection was, 
however, localized to this area. ‘The remainder 
of the bladder mucosa was intact and showed 
no leucocytic infiltration. The cases that 
developed no cystitis, and where the animal 
was killed within five days after ligating the 
vessel, were uniformly characterized by the 
presence of larger or smaller hemorrhages 
into the muscular and mucous coat. Over 
such areas the epithelium was at times absent; 
at times it was partly cast off or oedematous. 
Here, too, the affected portien was sharply 
differentiated from that in which no disturb- 
ance of circulation had occurred. In those 
rabbits that were killed two to three weeks after 
operation the regeneration was _ practically 
complete; only here and there a small san- 
guino-fibrinous patch marked the site of a 
former hematoma. The epithelium was in- 
tact. As far as they go, therefore, the experi- 
ments show the close correlationship of trauma 
and infection in the etiology of cystitis. In 
spite of the severest trauma, no germs being 
present, a cystitis failed to develop; and vice 
versa, where germs did gain an entrance, the 
cystitis was localized to that area in which the 
trauma occurred.’ 

Such as desire further proof of the close re- 
lationship between trauma and infection in the 
etiology of cystitis I would refer to the exten- 
sive experiments of Melchior, Rovsing, and 
others. 


INFECTION 


The manner in which bacteria may gain 
entrance into the bladder is various. ‘To be- 
gin with, it must be remembered — and Ko- 
lischer lays great emphasis on this point— 
that many patients have a csytitis before oper- 

1 Kolisher has pointed out that in cystoscopic examinations made 
shortly after hysterectomies associated with denudation about the 


ureter, he has occasionally found a cystitis localized to the ureteric 
region. 
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ation. It may have given rise to few if any 
symptoms, and so been overlooked. So un- 
certain, in fact, is the symptomatology of this 
trouble that Sampson insists that a cystoscopic 
examination should be made and the urine 
tested bacteriologically before the diagnosis 
can be determined. A previous cystitis may, 
in part, account for the comparative frequency 
of bladder trouble after prolapse operations. 
However, out of the sum total of post-opera- 
tive cystitis, this factor of previous infection is 
of secondary importance. 

Next we come to the cases of spontaneous 
entrance of germs from the urethra, the rectum, 
and the vaginal wound, either directly or 
along the lymph-channels. No direct proof 
of such an occurrence has yet been given, 
though much evidence points to some form of 
spontaneous infection. We know of cases 
free of cystitis who, after operation, and with- 
out catheterization, developed a cystitis. I 
cannot here go into a consideration of the ani- 
mal experiments on this subject, more than to 
say that, apparently, if there be trauma to the 
bladder and also some break in the continuity 
of the rectal mucosa, colon bacilli may wander 
through the intervening cellular tissue and 
cause an infection. Baisch claims that these 
cases of spontaneous infection are due rather 
to an ascent of bacteria from the urethra. The 
careful bacteriological examinations of the 
female urethra carried on by Piltz under his 
direction certainly showed, in a large percent- 
age of cases, the presence of pus-producing 
micro-organisms. A certain analogy would 
appear between this mode of infection of the 
bladder and that of spontaneous ascent of 
germs from the vulva into the uterus post- 
partum. Kolischer argues that the germs 
found in the urethra are non-virulent, and 
hence would not produce infection. 

Natvig has, however, shown that while the 
virulence of germs on the vulva may be very 
mild, yet those same germs, introduced into 
the uterus, may become extremely dangerous 
and give rise to the most severe infection. Vir- 
ulence seems to depend primarily on the point 
of implantation. Thus germs that are innocu- 
ous in the urethra may start up an intense 
cystitis if, either by catheterization or sponta- 
neously, they gain entrance to a susceptible 
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bladder. Kolischer and Stoeckel both believe 
that in many cases the bacteria that give rise to 
the cystitis pass through the bladder-wall from 
the wound cavities. Certainly, as Sampson 
points out, where the ureter has been implant- 
ed into the bladder, germs may readily find a 
point of entry from the vaginal wound along 
the ureteral sheath. If this, however, were 
the usual mode of infection, we should expect 
it to occur more frequently wherever there 
was trauma. 

We find, however, that in the vaginal pan- 
hysterectomies performed by Wertheim, num- 
bering 102 cases, a large percentage of which 
were associated with suppurative conditions 
requiring drainage, only two or three per cent 
developed a cystitis. While such spontaneous 
infection may therefore be of more frequent 
occurrence than has been heretofore admitted, 
I think reports thus far justify the belief that 
in the vast majority of cases the catheter is to 
be held responsible for the bladder infection.’ 

Kolischer speaks of uncleanliness in cathe- 
terization as if this were the usual way in 
which catheter infection was brought about. 
The modern glass catheter can be so easily 
sterilized and the female urethra so readily 
exposed, that with moderate care the danger 
of infection from germs in the catheter or bac- 
teria lodged about the vestibule is very slight. 

It is different, however, with germs residing 
in the urethra. Hoping in some way to re- 
duce the frequency of bladder infection in his 
cancer cases, Wertheim had every catheteri- 
zation done by the house surgeon under asep- 
tic precautions after repeatedly mopping the 
meatus urinarius with a one-thousandth bi- 
chlorid solution. His results remained the 
same as heretofore. 

Baisch examined the urethral secretion of 
thirty women entering his clinic. In every 
case staphylococci were found, and in twenty 
of the cases the colon bacillus likewise. Since 
the colon bacillus is found with such great 
frequency in post-operative cystitis, he decided 
to supplement his examinations by examining 
bacteriologically the urethral secretion of 
forty-five women, free of cystitis, who were 


1 The question of such catheter cystitis was the occaston of some 
discussion at a recent meeting of the Chicago Gynecological Society. 
Kolischer and Frankenthal were of the opinion that it was of rare occur- 
rence after gynecological operations. Watkins thought that if catheter- 
ization had to be repeated several times a cystitis was the rule. 


confined to bed for some operative condition 
In these forty-five cases he invariably found 
the colon bacillus, appearing after the third or 
fourth day. Similar tests with similar results 
were made on women who were not operated 
on, but simply confined to bed. Furthermore, 
Baisch showed that urination itself cleanses 
the urethra of many germs. Patients who 
were told to empty their bladder only twice a 
day showed pathogenic germs in their urethra 
that heretofore had not been present. 

The question arises, Can the urethra be 
made sterile by irrigation previous to catheteri- 
zation? While bacteriological tests are, to my 
knowledge, lacking on this point, clinical ex- 
perience at Wertheim’s hospital showed that 
irrigation of the urethra with one pint of boric 
acid before each use of the catheter did not 
suffice to prevent infection. Considering the 
anatomy of this canal, it would certainly seem 
impossible to free it of bacteria. In this con- 
nection I quote Piltz’s conclusions: 

“Since a disinfection of the urethra is im- 
possible, numerous pathogenic micro-organisms 
are carried from the urethra into the bladder 
at each catheterization, and here, under cer- 
tain circumstances (urine retention and trauma 
of the bladder-wall), they may give rise to a 
cystitis. We must therefore ascribe to patho- 
genic germs vegetating in the female urethra 
an important, if not the main, influence in the 
etiology of catheter cystitis.” 

Finally, one point not sufficiently empha- 
sized in the etiology is the influence of the fre- 
quency of catheterization upon infection. Why 
is it that one or even half a dozen catheteriza- 
tions, usually, are harmless, whereas if the 
number reach fifteen or twenty, infection is 
the rule? It is this fact, more than any other, 
apparently, that leads Kolischer to the belief 
that the catheter is not usually the infecting 
agency. I grant that we are here touching 
upon matters that are still much in the dark, 
but, apparently, there seems to be a point 
beyond which the human organism can no 
longer resist the invasion of pathogenic germs. 
It is a well-known fact that the peritoneum, 
for instance, can take care of a considerable 
number of pathogenic bacteria. The same 
capacity resides with the bladder, but with 
each attack the viscus is left in a condition 
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less resistant to infection. Apparenty, it is 
“the straw that breaks the camel’s back.” 
Beween the fifth and seventh day, as a rule, 
the limit of endurance is passed, and we have 
a sudden tremendous increase in the number 
of bacteria, almost invariably confined to one 
sort, and associated with objective and sub- 
jective signs of bladder inflammation. 

To repeat briefly the main points in the eti- 
ology of this condition: : 

1. Post-operative cystitis is met with, not at 
all infrequently, after gynecological operations, 
particularly after the radical abdominal opera- 
tions for cancer (60 per cent). 

2. The frequency and severity of the affec- 
tion is directly proportionate to the amount of 
bladder denudation. 

3. The two main factors in the etiology are 
trauma and infection; to these a third — urine 
retention — may possibly be added. 

4. Urine retention is only to a slight degree 
a direct factor in the etiology, by giving a 
chance for bacteria to multiply in the stagnating 
urine. For its relief, however, it requires the 
introduction of a catheter, and this is undoubt- 
edly the most frequent cause of post-operative 
cystitis, so that indirectly it is of the utmost 
importance in a consideration of the etiology. 

5. The urine retention may be due to a bend 
in the urethra caused by malposition (after 
Alexander’s operation), or to paralysis of the 
detrusor vesice due to interference of its blood- 
supply or to excision of a portion of its nerve- 
supply. 

6. Trauma in these cases is usually due to 
ligation or bruising of bladder-vessels. With 
these is occasionally associated an incision into 
the bladder, either accidentally or as in carci- 
noma or ureteral implantation intentionally. 

7. The bacteria producing the infection may 
be originally in the bladder (previous chronic 
cystitis). They may have migrated from the 
rectum, the vaginal wound, along an implanted 
ureter, or by ascension from the urethra. Such 
modes of entry are doubtless the exception. 
The rule is, that a post-operative cystitis is 
primarily a catheter cystitis. 

8. Investigations show that every urethra 
in women confined to bed contains not merely 
staptylococci, but colon bacilli as well. The 
disinfection of the urethra is an impossibility. 


Hence with each catheterization germs are car- 
ried into the bladder. 

g. A few catheterizations rarely produce a 
cystitis. When, however, the number is in- 
creased, as in prolonged retention to five or 
six days, the organ seems no longer able to re- 
sist the invasion, and a rapid multiplication of 
bacteria with beginning of imflammation re- 
sults. 


PREVENTION 


The prevention of post-operative cystitis 
is in great measure dependent on a proper 
appreciation of its causes. Considering the 
latter in the same sequence as before, our first 
consideration will be, What can be done to 
avoid post-operative urine retention? 

Urine Retention.— Numerous have been the 
suggestions offered thus far, but all have their 
drawbacks. No measure is uniformly suc- 
cessful. Werth of Kiel, after his laparotomies, 
fills the bladder with sterile salt solution at 
body temperature before closing the peritoneal 
cavity. As the capacity of the bladder varies 
greatly, it is necessary to keep it under direct 
surveillance while filling it. Frankenstein re- 
cently published the results of Werth’s sugges- 
tion in the hospitals of Kiel. After this 
procedure, in 85 out of 875 laparotomies was 
there post-operative ischuria (9.7 per cent), 
whereas without this procedure it occurred 57 
times in gi cases (55 per cent). The post- 
operative cystitis was reduced from 11 to 2.9 
per cent. For vaginal operations the method 
did not seem so applicable; the reduction of 
urine retention was only from 55.5 to 38.6 
per cent. Personally, I have no experience 
with this method, but believe that it would 
hardly influence the class of cases in which 
urine retention persists a long time. 

From Baisch comes the recommendation to 
inject 20 c.c. of a two-per-cent boroglycerine 
solution into the full bladder on the evening 
of the operation. He claims that this pro- 
cedure has been almost invariably successful 
in producing spontaneous urination in all 
cases except the radical operations for cancer. 
In the latter it failed to have any effect. Only 
rarely does the injection have to be repeated. 
Occasionally, considerable discomfort is ex- 
perienced from the glycerine injections. In 
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my experience they proved a greater stim- 
ulant to the detrusor than any of the methods 
previously recommended, such as faradization, 
massage, hot applications, or strychnine injec- 
tions. Several times, however, the effect 
seemed only to be temporary, and after 
one or two spontaneous urinations, retention 
again set in. At times, also, I noticed that 
in spite of spontaneous urination there would 
still be considerable urine left in the bladder. 
Cystitis occurred in two cases, and the 
suspicion cannot be avoided that this, in part, 
may have been due to the hyperemia produced 
by the glycerine. Frankenstein reported fail- 
ures by this method in fifty per cent of his 
cases. Baisch’s success, however, certainly 
warrants giving this plan a fair trial before 
abandoning it. It should be added, that in 
every case the instructions of Baisch to cathe- 
terize if urine was not voided in thirty minutes 
was carried out. 

Apparently, Ries has had unusual success 
in avoiding post-operative urine retention by 
permitting his patients to get up to void urine 
a few days after operation. I doubt if he 
would find many to agree with him in permit- 
ting a patient on whom had been done an ex- 
tensive vaginal plastic or a radical operation 
for cancer, to get up out of bed as early as the 
third day. On the other hand, I have had 
patients propped up in semirecumbent posture 
to void urine as early as this, with good results, 
and believe, where urine retention exists, we 
should get patients out of bed as soon as it is 
reasonably safe. Doubtless, our ideas of the 
dangers of such a procedure have been exag- 
gerated, but the safety of Ries’s suggestion 
needs further proof before it can be generally 
recommended. 

Failing in my efforts to find some means of 
stimulating the detrusor, I attempted, in a few 
cases at Wertheim’s clinic, a dilatation of the 
urethra sufficient to produce a paralysis of the 
sphincter, or at least a decrease of its tonicity. 
The success was only partial, and on the 
strength of a case at Johns Hopkins Hospital, 
in which Dr. Sampson was kind enough to 
give this method a trial, I must hesitate to 
recommend it. Here dilatation up to number 


14 Hegar after operation resulted in urinary 
incontinence. 


In spite of this, there was a 
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large quantity of residual urine. It was only 
the overflow that passed out of the bladder 
involuntarily. A severe cystitis developed. 

The introduction of a retention catheter 
has been recently recommended by Gutbrod. 
Theoretically, it would seem that by so doing 
we should avoid the danger from infection re- 
sulting from repeated catheterization. Gut- 
brod used this method exclusively after colpor- 
rhaphies or Alexander’s operation. The cathe- 
ter was left in the bladder for five days. He 
gave urotropin 0.5 gram three times a day dur- 
ing this time, and reported in fifty cases no cys- 
titis. Like several other suggestions already 
considered, this procedure, while applicable to 
the simpler operations, is ineffective, even 
dangerous, in the more extensive ones. Samp- 
son, in four of his radical operations for cancer, 
used a retention catheter. In all four a cystitis 
developed, resulting twice in ascending renal 
infection and death. In a third case a patchy 
membranous cystitis developed, the patches 
corresponding to those portions of the bladder 
that came in contact with the catheter. Samp- 
son declares that such a catheter cannot be 
kept sufficiently clean. 

No work has done so much to throw light 
upon the problems of bladder and _ ureteral 
injury after the radical cancer operations as 
has that of Sampson. One of the most inter- 
esting facts connected with his experiences is 
that out of four cases in which no cystitis de- 
veloped, there was three times a vesicovagina 
fistula, or to put it a little differently, three 
such fistula developed in his sixteen operative 
cases, and in all three instances the bladder 
remained free from inflammation. How are 
we to explain this interesting fact? That bac- 
teria had gained entrance was proven bacterio- 
logically; trauma was certainly present, and 
yet there was no cystitis. Sampson believes 
that the reason no infection developed was that 
the bladder was in a state of rest, with opportu- 
nity for perfect drainage. Sampson is un- 
willing to recommend making a vesicovaginal 
fistula artificially for the relief of urine retention 
after cancer operations. He says, however, 
that if, in spite of bladder irrigations following 
catheterization, a cystitis develops, and does 
not yield promptly to treatment, a vesico- 
vaginal fistula should be made for its relief. 
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It seems to me these cases of vesicovaginal 
fistula are additional evidence to the theory of 
cumulative infection in this form of cystitis, as 
already outlined. The introduction of a few 
germs at repeated intervals will for a time 
be tolerated by the organism, but each time 
it becomes less resistant to infection than 
before. If there be no opportunity for the 
bladder mucosa to return to its normal state, 
an infection will invariably result. But if, 
on the other hand, through a vesicovaginal 
fistula the bladder be allowed to remain in a 
state of rest and the bacteria that enter be given 
no chance to multiply in a stagnating urine, 
it can successfully resist the invasion of germs 
present until the traumata of the operation 
have healed. By this time the fistula itself 
will be almost closed, but the germs in the 
bladder have now to deal with a bladder cured 
of its traumatic areas and able to expel urine 
spontaneously. Hence no cystitis results. 

Trauma.— It need hardly be said that for 
the prevention of cystitis we should always 
guard against handling the bladder roughly. 
Many operators are careless in the use of hemo- 
stats to check vesical bleeding. Where uterus 
or vagina are separated from the bladder in 


the right layer, there should be very little occa- 


sion to use any hemostats. Furthermore, in 
operations where extensive denudation occurs, 
as in those for uterine cancer, the area, as 
Kroenig suggests, should again be covered, 
as far as possible, with peritoneum. Glock- 
ner reported that after following Kroenig’s 
suggestion his percentage of post-operative 
cystitis in cancer cases fell from 77 to 44 per 
cent. 

Injection.— The proper disinfection of cathe- 
ter and external meatus does not here require 
special mention. As already stated, the great- 
est danger lies in the germs normally found in 
every urethra. Irrigation of the urethra pro- 
phylactically was found to be of no avail. We 
have, finally, the double catheter of Rosenstein. 
This consists of an outer shield resembling a 
urethroscope, through which is passed the 
catheter proper. In this way Rosenstein wishes 
to avoid the introduction of germs into the 
bladder. The objections to his instrument I 
have stated in a previous communication, and 
will not here repeat. More recently, Rosen- 
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stein published a report of thirty-four cases in 
which he had used his catheter, with only one 
infection. Striking in this report, however, 
is, that in only one half of these thirty-four 
cases was the bladder touched in the operation, 
and in but seven cases was the catheterization 
repeated over fifteen times, or, estimated at 
three times a day, over five days. We cannot 
say that Rosenstein’s double catheter guards 
against infection until there exists more clinical 
proof and until bacteriological examinations 
show that no bacteria are introduced into the 
bladder by its use. Still, while emphasizing 
the necessity for further proof, I believe some 
such modification of our method of catheteri- 
zation ought to lessen the chance for infection 
very much. 

Granting that germs have been introduced 
into the bladder, our prophylaxis finally ex- 
tends itself to the means at our disposal of 
rendering them harmless. Medicinally, uro- 
tropin and its related compounds _helmitol, 
cystogen, etc., undoubtedly give to the urine 
certain antiseptic properties. Wannier, Sachs, 
Schumburg, and Grosglik have all treated the 
question experimentally. Their results cor- 
respond with our clinical experiences at Wert- 
heim’s hospital. Mild cases of infection were 
soon exterminated, and severer ones not ap- 
preciably affected. Its prophylactic use was 
attended with no positive results. 

Irrigation of the bladder with protargol 
solution was tried by Wertheim extensively, 
commencing the day after operation, but did 
not yield the expected results. On the other 
hand, Baisch found that by irrigating the 
bladder after each catheterization with one 
pint or more of three-per-cent boric acid, post- 
operative cystitis only rarely developed, even 
after the extensive cancer operations. He has 
recently given a detailed report of his results. 
Out of thirty-one patients on whom a radical 
abdominal operation for cancerous uterus 
had been performed, only one was able to 
urinate spontaneously on the evening of the 
operation. Five died. The remaining twenty- 
five were subjected to bladder irrigation follow- 
ing operation, sometimes for as long as eighteen 
days. Only three of them developed a cystitis, 
and in but one case was it a severe infection. 
Sampson failed to get results even with this 
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method, for in four out of five cases in which 
he tried it, cystitis arose. I believe Baisch 
does well to emphasize the importance of 
carrying on such irrigation until there is no 
longer any residual urine; for in many cases 
a spontaneous urination may occur without the 
bladder being completely emptied. I recent- 
ly had a good illustration of this point. A 
patient on whom I had done the extensive 
Wertheim plastic for complete prolapse was 
unable to void urine after operation. She was 
catheterized and irrigated after each catheteri- 
zation. There were four spontaneous urina- 
tions on the fourth day, but the total amount 
was not great. Suspecting a retention, I 
catheterized and found in the bladder twenty 
ounces of urine. In spite of continued spon- 
taneous urinations she was catheterized twice 
daily and irrigated with half-pints of boric 
solution until the tenth day, when there was 
no longer any residual urine. No cystitis de- 
veloped. 

For prophylactic measures, boric acid irri- 
gations are probably to be preferred to silver 
solutions, since the latter would, if used fre- 
quently, give rise to irrigation. While requir- 
ing much care and time for their use, they are 
probably the most effective means of avoiding 
bladder infection after operation. 

The chief points in the prophylaxis would 
therefore be — 

1. Try to avoid urine retention by the use 
of one or several of the following methods: 
Filling the bladder with sterile water at the 
conclusion of the operation, injecting boro- 
glycerin solution into the full bladder, having 
the patients sit up out of bed as early as the 
nature of the operation will allow. 

2. In the operation, handle the bladder 
carefully and cover its denuded surface as well 
as possible before the close. 

3. Prevent the introduction of germs from 
the urethra as far as possible, by using a double 
catheter such as devised by Rosenstein. 

4. Internally, you may give urotropin, hel- 
mitol, ete. 

5. Above all, wherever catheterization has 
to be continued for some time, irrigate the 
bladder each time with one to two pints of boric 
acid solution and continue such irrigations with 
each catheterization, not merely until the first 
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spontaneous urination, but until there is no 
longer any residual urine. 
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THE OPERATIVE CURE OF CANCER 
OF THE STOMACH 

The prevailing pessimism in regard to the 
cure of cancer of the stomach has not been 
justified by events. 

Radical operation for the relief of malignant 
disease of this organ was first performed by 
Pean in 1879, by Rydygier in 1880, and the 
first successful one by Billroth in 1881. 

The latter surgeon laid down the principles 
of operative procedure which hold good to-day, 
especially as to the restoration of the gastro- 
intestinal canal. After the necessary amount 
of stomach had been excised, the end of the 
duodenum was inserted into the end of the 
stomach, which was sufficiently narrowed by 
a longitudinal line of sutures to permit of it. 
This is known as the “ first method.” 

Billroth quickly found that direct end-to-end 
union was not generally applicable, because 
it often happened that the stumps could not 
be brought together without great tension, 
and, again, there was a tendency to leak at 
the point where the narrowing line of gastric 
sutures met the circular row which fastened the 
duodenum to the stomach-wall. So frequent 


was leakage at this situation, that it was called 
the fatal suture angle.”’ 

He therefore brought out a “‘second method,”’ 
which consisted in closing completely the 
stomach and duodenal ends and doing an in- 
dependent gastrojejunostomy, after the plan 
of his brilliant pupil, W6lfler. 

Kocher, who almost equaled Billroth in the 
importance and originality of his early con- 
tributions to gastric surgery, modified the 
method No. 1 by closing the gastric end com- 
pletely and inserting the cut end of the duo- 
denum into the posterior wall of the stomach- 
pouch, thereby insuring certainty of plastic 
union. 

It must be borne in mind that the frightful 
mortality of these pioneer operations was 
largely due to the primitive methods of asepsis, 
for, during this early period, Lister’s work, 
crude as it was, received but scant attention. 
Tait, the father of modern abdominal surgery, 
had only just begun his extraordinary career, 
and the technique of gastro-intestinal work 
was in its infancy. It is little wonder that 
the mortality of gastric resection ranged from 
4o to 75 per cent during the first fifteen years 
of its existence. 

Next to sepsis as a cause of death was shock, 
which meant hemorrhage, visceral exposure, 
and several hours’ time in completing the 
operation. Billroth, whose mortality was 60 
per cent, said that his cases “ left the operating- 
room in shock from which some of them re- 
covered.” 

As a result of modern methods which have 
developed within the last five years, the death- 
rate has been greatly reduced, and in the aver- 
age case is not much above ten per cent; in 
the favorable case, nearer five per cent. 
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Hemorrhage is readily and completely con- 
trolled by the primary ligation of four blood- 
vessels above the gastric and superior pyloric 
arteries and below the gastroduodenal and 
left gastro-epiploic vessels. Soiling from the 
escape of gastric and intestinal contents is pre- 
vented by the use of holding-clamps, and vis- 
ceral exposure and sepsis by the free use of the 
hot moist gauze compresses, while continuous 
sutures greatly reduce the time of perform- 
ance. 

The operative treatment of cancer of the 
stomach is following the lines laid down by 
Haidenhein, to whose classical work we are 
indebted for much of our knowledge as to the 
necessity for the extirpation of the regional 
lymphatics in the cure of malignant disease. 
Kocher early pointed out the desirability of 
the removal of lymph-nodes about the pylorus, 
and Cuneo, in his masterly thesis, demon- 
strated 1. That the lymphatics of the lesser 
curvature lay in the wall of the stomach itself 
as high as the gastric artery; and 2. That the 
lymph-nodes on the greater curvature did not 
extend farther to the left than a point near the 
middle, and that the lymphatic current in this 
vicinity was from left to right. The late Pro- 
fessor von Mikulicz first saw the force of 
Cuneo’s observations, and advised removing 
all of the lesser curvature, and, based on the 
same study, Hartman placed the proper line 
of resection on the greater curvature at a point 
to the left of the lymph-nodes, enabling en 
masse removal of the cancer and the tributary 
lymphatics. 

The vulnerable point in this whole question 
of the operative cure of gastric cancer lies in 
our inability to make a diagnosis of this most 
common malady (30 per cent of all cancers) in 
time for radical operation. Laboratory meth- 
ods, so valuable in the latter stages, avail us 
but little in the early diagnosis. The history, 
clinical observation, and, finally, exploratory 


incision of the suspected case are our best 
guides. 

How do the results for radical procedures 
for cancer of the stomach compare with those 
for cancer in other parts of the body? Sixteen 
per cent of von Mikulicz’s cases lived over 
three years. Kocher has cases alive as long 
as fifteen years, and at various intervening 
times, free from disease. Kronlein has four 
cases alive more than three years. In one 
hundred resections we had fourteen deaths. 
Twenty-seven per cent of our patients who 
recovered from the operation, and who were 
operated upon more than three years ago, lived 
three years. But as one of these cases died 
from recurrence after three years and five 
months, we have twenty-two per cent alive 
and free from recurrence more than _ three 
years, and one of these over five years. This 
showing is sufficient to establish the radical 
cure of cancer of the pyloric end of the 
stomach upon a sound surgical basis. 

J. Mayo, M.D. 


CRYOSCOPY 


There seems to be prevalent, in this country, 
a tendency to ignore the importance of cryo- 
scopic examinations of the blood and urine as 
an aid to diagnosis in certain renal diseases, 
and it may not be amiss to ask if there is any 
just cause for the assumption of this attitude 
by the medical profession. 

It is a well-known fact that some of the 
foremost European writers are strong sup- 
porters of this method of examination, and, 
after several years of experience, such masters 
as Kimmel and others still have the greatest 
faith in its usefulness as a diagnostic and prog- 
nostic aid in certain conditions. J. Israel, 
who has antagonized the method for many 
years, is gradually being won over, and is 
using it more frequently than ever before. 
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It is true that Rovsing and his followers 
still question its usefulness, and cite cases 
which were successfully operated, although 
the cryoscopic examination of the blood showed 
a molecular concentration far beyond the 
usuai limits of safety as given by Kiimmel 
(—0.60° C.). 

When we review the statistics given by the 
various writers in support of their own par- 
ticular position, it seems that they have been 
juggled somewhat to suit the special occasion, 
and one is at a loss to know which group of 
figures to believe. 

That cryoscopy has a place in clinical diag- 
nosis can no longer be questioned, and when 
employed with a thorough understanding of 
its limitations and possibilities, it may be of 
considerable value to both the physician and 
surgeon as an aid to diagnosis and prognosis. 

To the physician it is perhaps of greatest 
value in the study of uremic conditions, as 
it frequently foretells the onset of an attack, 
before any of the clinical symptoms are ap- 
parent. The same holds good in eclampsia, 
and the obstetrician may be benefited greatly 
by its use, as it enables him to employ more 
energetic treatment before it is too late. In 
uremia and eclampsia the freezing-point of 
the blood is reduced below the normal, while 
that of the urine rises continuously until 
it approaches that of the blood in some cases. 

To the surgeon it is of undoubted value in 
the study of the surgical diseases of the kidney, 
especially when an operation for nephrectomy 
is considered. When cryoscopy is system- 
atically and intelligently employed in conjunc- 
tion with all of the other well-known methods 
of diagnosis, it adds confirmatory evidence, 
which is so often wanting in these cases. 

So long as one kidney is competent to do the 
work in a physiological manner, there is no 
concentration of the blood, and the removal 
of the diseased organ may be undertaken with 
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safety. If the freezing-point of the blood is 
reduced below the normal to any great extent, 
the question of removal of one kidney becomes 
more serious, and when it is reduced to —0.60° 
C. or lower, operation is contra-indicated in 
most cases. Itis in these cases that the surgeon 
must use his best judgment and weigh all the 
evidence at hand and decide which course to 
pursue. If we remember that cryoscopy is, 
at best, only a supplemental test, and inter- 
pret the results accordingly in each individual 
case, then we shall derive the greatest benefit 
from its use. We must remember that it is 
not a positive test for renal sufficiency or in- 
sufficiency, but that it may contribute some- 
thing which will be of value in a given case. 

As to the technique of cryoscopy, I will 
say that it is a simple procedure, and with a 
little practice the entire process can be done 
readily in fifteen or twenty minutes. Although 
a great deal of work has been done along this 
line, much remains yet to be done, and I would 
urge the importance of this method of ex- 
amination upon the medical profession, as it 
is our duty to humanity in general and to our 
patients in particular to give them the full 
benefit of the best methods at our command 
in our endeavor to make an accurate diagnosis 
of their condition. 

; THEODORE TIEKEN, M. D. 


TUBERCULOSIS OF THE GENITO- 
URINARY TRACT 


Within the last ten years the subject of tuber- 
culosis of the genito-urinary tract has been 
most carefully studied and new clinical and 
pathological evidence obtained and carefully 
analyzed. This has been made possible by 
additions and refinement in our means of diag- 


nosis. Of these, the careful examination of 
the catheterized centrifuged urine for tubercle 
bacilli, pus, blood, etc., the obtaining of the 
urines from the two kidneys separately, by 


means of various segregators, and especially 
by catheterizing the ureters, more frequent 
and intelligent employment of the cystoscope, 
and the use of the X-ray, and cryoscopic ex- 
aminations of the blood and the urine, must 
be mentioned as the most important. The 
more complete knowledge which has been ob- 
tained has compelled us to change very materi- 
ally our views on many points, both as to 
pathology, prognosis, and treatment. 

Tuberculosis of the genito-urinary tract, 
with but few exceptions, begins at one of three 
points: the kidney, the prostate, and the epi- 
didymis. It is difficult to state which is the 
most common focus of infection, although evi- 
dence has seemed to favor the conclusion that 
the kidney and the epididymis are the common 
foci, and are primary in about an equal number 
of cases, with the prostate occupying the third 
place with a much smaller but very considerable 
percentage of cases. 

Tuberculosis of the kidney, prostate, and the 
epididymis are primary only in the sense that 
they are, in the individual affected, the over- 
shadowing and important focus of the disease. 
They are, however, strictly secondary to a 
small unimportant focus in the lymphatic 
glands, bones, or lungs, the infection occurring 
through the blood. Infection of the genito- 
urinary tract through the urethra, as in gonor- 
rhoea, is to be admitted as a possibility, but 
must, as a clinical fact, be exceedingly rare. 
Probably the most important practical result 
that has been obtained from these more recent 
studies has been the knowledge that primary 
kidney tuberculosis is exceedingly common, 
and that in probably ninety per cent or more 
of the cases it is for a time limited to the single 
kidney first attacked. The work of Kiimmel, 
Kroenlein, Israel, Simon, the Mayos, and the 
writer has confirmed this fact. This knowl- 
edge has changed very materially our views 
in regard to the treatment and prognosis of 
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these cases. An early nephrectomy when the 
process is still limited to the kidney first in- 
volved gives an excellent prognosis, both as to 
immediate and permanent results. On the 
other hand, the lesser operations which have 
been so much employed — resection of the 
kidney, and especially nephrotomy — are to be 
generally discarded. In the light of our present 
knowledge, resection has no place, and neph- 
rotomy is to be resorted to only as a palliative 
operation or to relieve urgent symptoms, such 
as sepsis and pain, when the local condition is 
complicated, as, for instance, with a perineph- 
ritic involvement or when the bad general 
condition of the patient makes the more radi- 
cal operation unwarranted at the time. 
But even inthese cases secondary nephrec- 
tomy is usually required in order to bring 
about a cure. 

Tuberculosis of the bladder is seldom pri- 
mary, and is secondary to either kidney tuber- 
culosis, tuberculosis of the prostate, or an ex- 
tending tuberculosis from the epididymis. ‘The 
treatment of this condition is still one of the 
unsolved problems of surgery, and is to-day as 
unsatisfactory as it has ever been, with the ex- 
ception of the cases of limited involvement of 
the mucosa, secondary, for example, to a 
primary focus in the kidney. In these cases 
it is not infrequently found that after the 
removal of the primary focus the limited 
lesion of the bladder undergoes a spontaneous 
cure. 

Tuberculosis of the prostate was formerly 
believed either not to occur at all or to be ex- 
ceedingly rare. Our recent studies, however, 
have shown that primary tuberculosis of the 
prostate is by no means uncommon and that 
it forms, although a small, yet a distinct pro- 
portion of cases of genito-urinary tuberculosis. 
Probably the best recent presentation of this 
subject is to be found in an article by Thomas 
R. Crowder which appeared in the American 
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Journal of Medical Sciences in 1905. When 
the process is limited to the prostate, there 
are few symptoms. The bladder, however, 
soon becomes involved, and, later, extension 
to the other portions of the genito-urinary 
organs may take place. Diagnosis is rarely 
made until the bladder becomes involved. The 
lesion is a very difficult one to handle, produces 
distressing symptoms, and usually, sooner or 
later, terminates fatally. A few early cases 
have been successfully treated by radical sur- 
gical interference. Some few cases have under- 
gone spontaneous cure under favorable hygienic 
surroundings. It must be admitted that to-day 
the treatment is unsatisfactory; that it is diffi- 
cult to decide from the limited number of cases 
reported whether surgical interference is war- 
ranted or not. It may be possible, indeed it 
is probable, that with earlier diagnosis and 
improved technique, suprapubic or perineal 
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prostatectomy may become the standard sur- 
gical procedure. 

Tuberculosis of the epididymis is exceed- 
ingly common; where it is primary and limited 
to this organ, radical removal has resulted in 
cure in about forty per cent of the cases. The 
question whether the entire testicle or the epi- 
didymis alone is to be removed is one which 
has been the cause of much debate. From the 
standpoint of insuring the patient against later 
general tuberculosis, there can be no doubt 
but that the sacrifice of the entire organ is the 
operation of choice. 

In genito-urinary tuberculosis, as in all other 
forms of surgical tuberculosis, the great bene- 
fits to be derived from the outdoor, open-air, 
and general hygienic treatment must be recog- 
nized as of equal importance to surgical inter- 
ference, and must be taken advantage of and 
insisted upon in all cases. 

ARTHUR DEAN BEVAN. 
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DEPARTMENT OF TECHNIQUE 


THE CONDUCT OF A NORMAL LABOR AT THE JOHNS HOPKINS 


Obstetrical patients who are to receive free treat- 
ment generally enter the hospital during the last 
two months of gestation. This is encouraged for 
at least these two reasons: 1. It supplies material 
for the clinic in abdominal palpation; and 2. Such 
complications as toxemia and infections almost 
never occur among those individuals who have 
resided in the wards for some weeks prior to con- 
finement. 

The waiting women occupy dormitories exclu- 
sively set aside for their use, and are separated 
from patients who have been delivered. They are 
not allowed to wear their own clothes, but are 
supplied by the hospital with garments which may 
be easily laundered. A daily bath is compulsory. 
A specimen of urine is analyzed once a week, and 
oftener if the individual is not in perfect health. 
The temperature and pulse are taken morning and 
evening. In general, the opportunity to observe 
the patients is such that no symptom of any kind 
can arise without immediate detection. 

At the onset of labor the individual is given an 
enema of soapsuds and a tub-bath. She is then 
transferred to the delivery-room. It is perhaps 
worthy of emphasis that no douche is given. 
Vaginal douches are never used in this service, 
except in the very late days of the puerperium, 
where the uterus is subinvoluted. Intra-uterine 
douches are employed only after taking a uterine 
culture in infected cases. 

The Delivery-room is so arranged as to be easily 
cleaned, and its equipment is purposely simple, in 
order that students may appreciate how little is 
required to handle obstetrical cases successfully 
where strict cleanliness is observed. The iron bed 
in use is of the ordinary type. The mattress is cov- 
ered with a rubber cloth, over which a sheet is 
spread, and is further protected by an absorbent 
gauze pad, about two feet square, placed under 
the buttocks. At the time of labor a sheet is not 
used to cover the patient, but the upper portions of 
her body are protected by a thick, freshly laundered 
gown, the legs by sterile leggings, and the region 
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about the field of operation by sterile towels. 
Vulva and perineum remain exposed. 

No special equipment is employed to facilitate 
the second stage, but an ordinary muslin bandage 
is always tied to the foot of the bed, and the pa- 
tient pulls upon it when the pains become “ bear- 
ing down ” in character. 

A small portable table is placed beside the bed, 
and on it stands a basin of bichloride solution and 
a dish containing two clamps and a pair of scissors, 
as well as packages of sterile towels and gauze 
sponges, so as to be within easy reach of the physi- 
cian. 

Preparation of External Genitalia. The greatest 
care is employed in this particular, in order to 
reduce to a minimum the possibility of introducing 
any infectious material into the vulva. To this 
end, the nurse is instructed that in cleaning the 
parts all manipulations should be directed from 
above downward — toward the rectum, and never 
in the reverse direction, as the latter would greatly 
facilitate the transportation of contaminating 
material from the anal region. The pubic hair is 
first cut short with scissors, or, preferably, a small 
pair of barber’s clippers. The parts are then 
thoroughly scrubbed with green soap and water; 
and it is upon this portion of the technique that 
greatest stress is laid. The excess of soap is 
removed by a weak solution of alcohol and the 
field flushed with a 1-1000 solution of bichloride, 
after which the vulva is covered for at least three 
minutes with a sterile towel which has been soaked 
in bichloride. 

The patient, while being cleaned up, lies upon 
a large Kelly pad, but this is subsequently replaced 
by one of sterile gauze. The use of the former 
throughout labor has been discarded, since it 
forms a trough which will not drain and in which 
fluids collect. Moreover, it is practically impossi- 
ble to sterilize it. Accordingly, some absorbent 
material, made into a suitable shape, has been 
found. much more satisfactory, since it can be 
rendered absolutely sterile, and thrown away after 
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being used. It also soaks up the amniotic fluid 
and blood, which are inevitable. 

Disinjection oj the Hands. Prior to making a 
vaginal examination, or at the time of delivery, 
this is carried out according to the following 
method: 

1. Clip the nails so that they do not protrude 
more than 1 mm. beyond the matrix, and remove 
any dirt from beneath them. Scrub hands and 
lower half, of forearms with green soap and hot 
water for at least five minutes, or until they are 
macroscopically clean. 

2. After scrubbing, immerse hands and lower 
portion of forearms in a hot concentrated solution 
of potassium permanganate until they stain a deep 
mahogany brown. 

3. Remove the stain with a hot saturated solu- 
tion of oxalic acid. 

4. Soak for at least three minutes in a 1-1000 
solution of bichloride of mercury. 

Vaginal Examinations. These are made as 
infrequently as possible, although three to four are 
necessary with each patient, since two students 
attend a case and an interne makes an examination 
for the purpose of demonstration or confirming 
their findings. The danger of infection, we 
believe, is minimized when thin rubber gloves are 
worn and the vicinity of the outlet is covered with 
sterile towels. 

With the vulva exposed to view, the labia are 
separated by the fingers of one hand, and the index 
and middle fingers of the other hand, previously 
covered with sterile vaseline, are then introduced 
into the vagina, taking care, as far as possible, to 
prevent contact with the external genitalia. The 
following points are then studied in the order 
named: 

1. The consistency and the degree of dilatation 
of the cervix. Note particularly whether the inter- 
nal os is obliterated, and if it is intact, the length 
of the cervical canal. 

2. Condition of the membranes — ruptured or 
unruptured. 

3. Position of presenting part. 

4. Degree of its descent into pelvic canal by 
means of its relation to the ischial spines. 

The Delivery. When the perineum begins to 
bulge, fresh sterile towels are pinned in position 
over the abdomen and thighs in such a manner as 
to leave the field of operation exposed, while 
another is placed under the patient and extends 
lengthwise in front of the vulva. In our experience 
the only feasible method of protecting the perineum 
is to see that the expulsion of the head occurs 
gradually. This is effected in two ways. By the 
use of chloroform the strength of the pains is 
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governed to a considerable extent, and simultane- 
ously the degree of distention of the vulva is regu- 
lated by manual pressure applied directly to the 
presenting part. 

After the birth of the head, coils of cord about 
the neck are sought for, and if found, can usually 
be brought forward. Failing in this, two clamps 
are placed on the most accessible portion of the 
cord, which is severed between them. External 
rotation and the birth of the body are allowed to 
occur spontaneously, unless there are signs of 
asphyxia. In this event the child is speedily 
extracted. The head is grasped by the chin and 
occiput and rotated so as to bring the bisacromial 
diameter in relation with the anteroposterior diame- 
ter of the pelvic outlet. Traction is made down- 
ward until the anterior shoulder becomes visible; 
then, by making it in the opposite direction, the 
symphysis acts as a fulcrum, and the posterior 
shoulder is gradually delivered over the perineum. 
During these manipulations it is necessary to avoid 
kinking the neck toward one shoulder, since a 
sharp bend on one side is accompanied by marked 
tension on the structures of the opposite side, so 
that serious lesion of the brachial plexis may occur, 
culminating in Erb’s paralysis. 

Perineal Lacerations. These are always looked 
for, both externally and internally, and if the 
slightest tear is found, stitches are laid for its 
repair just after the birth of the child. They are 
not tied, however, until the placenta has come 
away. Silkworm gut is decidedly the most satis- 
factory suture material; as our experience shows 
that, owing to the softening action of the lochial 
discharges, even chromasized catgut frequently 
becomes dissolved before complete healing is 
effected, and therefore leads to imperfect results. 
A further essential to success in restoring the peri- 
neum lies in introducing the sutures at a consider- 
able distance from the margins of the wound and 
tying them as loosely as possible, so as to prevent 
them from cutting through when cedema occurs. 

The Third Stage. It is chiefly patience that we 
endeavor to inculcate in the students with regard 
to the placental stage, since we are convinced that 
many complications which arise at this time are 
to be attributed to too hasty action. 

After the child is born, the uterus should form a 
hard rounded tumor mass, reaching to within a 
few centimeters of the umbilicus. It usually main- 
tains the same position for fifteen to thirty minutes, 
and then the fundus becomes four or five centi- 
meters higher than previously. This change in 
position indicates that the placenta has become 
separated from the uterine wall and lies in the 
lower uterine segment or upper part of the vagina 


and is ready for expulsion. In order to detect this 
change, the height of the fundus above the symphy- 
sis is measured at intervals of five minutes, and the 
student is required to record his observations upon 
a printed slip provided for the purpose. After 
the fundus has risen up, the delivery of the placenta 
is most successfully effected by placing the hand on 
the top of the uterus and making firm but gradual 
pressure in the direction of the pelvic axis. I 
should like to emphasize that this is not the typical 
Crédé maneuver, which aims at the separation of 
the placenta by kneading the uterus, but is dis- 
tinctly a procedure for expelling the afterbirth 
when cleavage in the decidua has already oc- 
curred. 

Unnecessary hemorrhage and the retention of 
portions of the placenta are not unusual, if the 
manipulations are undertaken prematurely, and 
pupils are always warned to wait at least thirty 
minutes, if not perfectly sure that separation from 
the uterine wall has occurred. At the expiration 
of this time, the typical Crédé maneuver is justified, 
if the placenta has not come away. 

Conservatism throughout the conduct of the 
entire labor, and especially during the third stage, 
is axiomatic in the teaching here, for it cannot be 
too frequently reiterated that many of the most 
serious complications in obstetrics can be traced to 
unjustified interference, and this is nowhere more 
commonly observed than during the placental 
period, as the average physician appears to possess 
an almost irresistible tendency to hasten this stage 
of labor. 

Following the birth of the placenta the external 
genitalia are flushed off with 1-1000 bichloride 
solution. A sterile gauze pad is applied over the 
vulva and held in position by a T-bandage around 
the abdomen and between the thighs. The 
patient is then transferred to the bed in the ward 
which she will occupy during the puerperium. 

A nurse remains by the bedside for at least one 
hour and longer, should there be occasion for con- 
stant observation. Her duty is to watch the con- 
sistency of the fundus and knead it in case a ten- 
dency toward relaxation is present. The amount 
of lochial discharge and the character of the pulse 
are frequently noted. In the event of any untow- 
ard symptoms, the assistant on duty is notified at 
once. After ten days the patient is allowed out of 
bed, and is discharged at the end of two weeks, if 
her condition is satisfactory at the routine examina- 
tion made at this time. 

Confinement in Private Houses differs very 
slightly from the management of labor already 
described, and may be conducted with as rigid and 
satisfactory a technique as is possible in a well- 
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regulated hospital, provided the physician is willing 
to take sufficient pains and is seconded in his efforts 
by a competent nurse. 

Vaginal examinations, which are certainly the 
most potent cause of puerperal infection, may be 
greatly reduced in number in private practice, and 
not infrequently absolutely discarded if the physi- 
cian will perfect himself in abdominal palpation. 
By this means the position of the child is accurately 
ascertained, and the descent of the presenting part 
judged equally well until it reaches the level of the 
ischial spines. From this point, its advance may 
be followed from time to time by external digital 
pressure on the perineum in the axis of the pelvic 
outlet. The most valuable evidence adduced 
from vaginal touch, and not obtainable by external 
manipulation, regards the changes in the cervix. 
Even in this matter we very frequently have a 
trustworthy guide in the character of the pains. 
The possibility, therefore, of conducting a large 
percentage of cases without any internal examina- 
tion is dependent solely on the possession of ability 
to make and interpret the more preferable external 
observations, together with no small amount of 
patience. 

To secure the best results in private obstetrical 
work, one must instruct both the patient and the 
nurse in what arrangements are desired during 
pregnancy and at the time of labor. This infor- 
mation is most suitably imparted by means of 
printed directions, which will always be convenient 
for reference. The following cards, which have 
been devised by Professor J. Whitridge Williams, 
have demonstrated their value to a number of 
physicians who use them. Such drugs and dress- 
ings as may be necessary are procured from a 
druggist, with whom arrangement is made to 
place them together in a single package. One 
then only needs to have the patient purchase a con- 
finement outfit. A list of its contents are also 
appended. 


DIRECTIONS FOR PATIENTS DURING PREGNANCY 


(a) Take as much outdoor exercise as possible, 
but guard against overtiring yourself. 

(b) See that the bowels are moved daily. 

(c) On the first day of each month send me an 
8-ounce bottle of mixed (night and morning) urine; 
and for the two months preceding the expected date 
of confinement, send it on the first and fifteenth 
days of the month. Be sure to send your name 
with the specimen. 

(d) From the sixth month onward, bathe the 
nipples night and morning with a solution prepared 
as follows: Fill a tumbler with equal parts of 
alcohol and water and add to it a tablespoonful of 
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borax. Keep the solution in a bottle, and apply 
it by means of absorbent cotton. 

(e) Six weeks before the expected date of con- 
finement, buy a confinement outfit. In this is 
included everything which will be needed by the 
nurse and myself, except baby’s clothes. At the 
same time provide two pieces of rubber sheeting, 
} x 1 yard and 1 x 2 yards, respectively; a bed-pan, 
2 small round agate basins, a 2-quart fountain- 
syringe, 25 yards of gauze and two pieces of cotton 
batting for making bed-pads, or 4 ready-made 
sanitary bed-pads. 

(j) Send for nurse as soon as labor pains com- 
mence, and let her use her judgment in sending for 
me, unless some emergency arises. 

(g) Notify me at once if any of the following 
symptoms be observed at any time during preg- 
nancy: 

1. Scanty urine; 

2. Persistent headache; 

3. Disturbance of vision; 

4. Swelling of feet or face; 

5. Loss of blood; 

6. Persistent constipation; 

7. And also when you feel that anything is not 
as it should be. 

(h) I shall call to see you five or six weeks before 
you expect to be sick, in order to ascertain your 
condition and to give you any desired advice. 


DIRECTIONS FOR OBSTETRICAL NURSE 
Preparations bejore Labor 


(a) See that patient has procured a confinement 
outfit, and the other articles called for in Directions 
for Patients, which include everything you or I 
shall need, except baby-clothes. 

(b) Prepare a sufficient number of sterile bed 
and vulval pads. 

(c) A week before the expected date of confine- 
ment, prepare five packages for me, two containing 
six towels or diapers each; one containing leggings, 
one containing cotton pledgets, and another gauze 
sponges. Carefully sterilize and label them. 


At Time oj Labor 


(a) If pains begin between 7 A. M. and 11 P. M., 
notify me as soon as possible, so that I may know 
that labor has commenced and make my plans 
accordingly. But if labor begins between 11 P. M. 
and 7 A. M., do not notify me until the pains are 
strong and frequent, or unless you think it necessary 
for me to see the patient at once. 

(b) At the commencement of labor, prepare two 
large pitchers full of boiled water, covering them 
with a clean towel. 
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(c) When labor has definitely set in, give the 
patient a warm bath and a soapsuds enema. 

(d) Make up the bed on the /e/t side. 

(e) Procure a piece of oilcloth or an old rug to 
protect the carpet. 

(/) Don’t give vaginal douches of any kind. 

(g) Don’t examine patient vaginally under any 
circumstances. 

(h) Prepare the patient for vaginal examination 
by placing her upon a Kelly rubber pad, and then 
wash the genitalia thoroughly with soap and hot 
water, using cotton pledgets instead of a wash- 
cloth. Wash from above downwards (towards the 
anus). Cut the pubic hairs if necessary, then 
bathe the vulva with a 1-1000 bichloride solution, 
afterwards covering it with a folded towel soaked 
in the same solution. 

(i) Before a vaginal examination, or when the 
birth of the child appears imminent, roll the night- 
gown up above the patient’s hips and pin it in 
position, then put on the obstetrical leggings. 


After Labor 

(a) As soon as labor is over, cleanse the genitalia 
with cotton pledgets and water, and then bathe 
with bichloride solution, after which apply a 
sterilized vulval pad and place the patient upon 
a sterilized bed-pad. 

(b) Don’t use an abdominal binder until after 
the tenth day, unless otherwise directed. 

(c) Change vulval pads as often as necessary, 
washing the genitalia each time with a 1-4000 
bichloride solution. 

(d) Take temperature and pulse four times a 
day (8, 12, 4, and 8), unless otherwise directed, and 
record upon chart. 

(e) Don’t catheterize until the bladder is dis- 
tended, and not until after the patient has failed 
to urinate in a sitting position. 

(f) Give half-ounce of Rochelle salts the morning 
after labor, and repeat in four hours if not effectual. 

(g) Bathe nipples with saturated boracic solu- 
tion before and after each nursing. 

(hk) Watch carefully for cracked nipples, and 
report them to me at once. 

(i) Diet. First 24 hours, milk, soup, coffee or 
cocoa, and buttered or soft toast. Second and 
third days, as above, with the addition of boiled or 
poached eggs, raw or stewed oysters, and wine- 
jelly. Fourth and fifth days, as above, with the 
addition of chicken, sweetbreads, potatoes, and 
rice. And then gradually return to ordinary plain 
diet. 

Care of Child 


(a) Leave the baby alone until the mother is 
cared for, wrapping it in a woolen cloth and putting 


BAER: INSTRUCTION IN 


it in a safe place. (Not upon the mother’s bed or 
upon chairs.) 

(6) Wash the eyes with a boracic-acid solu- 
tion. 

(c) Rub the child thoroughly with vaseline or 
sweet-oil, and then give it a full bath, using castile 
soap and warm water. 

(d) Dress the cord with boracic-acid powder and 
sterile cotton. Don’t change dressing again until 
necessary. 

(e) Wash the child daily in your lap, but don’t 
repeat the full bath until the cord comes off. 

(/) Feeding. Until the milk appears, nurse 
three times a day, and don’t give any other food, 
unless directed. After the milk appears, feed the 
child, except after its bath, every two hours by the 
clock, from 6 or 7 A. M.to1oor11P.M. Timeone 
feeding so that it will come directly after the bath, 
after which the child may be allowed to sleep for 
three or four hours if it will. 

Do not feed but once between bedtime and 6 or 
7 A.M. 

As soon as the milk appears, write out a schedule 
for feeding the child, and adhere to it, awakening 
the child at each feeding-time if necessary. 

Before each nursing, wash out the child’s mouth 
with boracic-acid solution. 

After the first three weeks, give one or two bottles 
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of milk a day, no matter how much milk the mother 
may have. 

(g) Weigh the child twice a week, and keep a 
record of it. 

CONTENTS OF CONFINEMENT OUTFIT 

Potassium permanganate. 

Oxalic acid. 

Boric acid. 

Bichloride tablets. 

Chloroform. 

Green soap. 

Vaseline. 

Ergotole. 

Alcohol. 

Any of the following articles not already in 
the house should be secured: 

1 piece rubber sheeting, } x 1 yard. 

1 piece rubber sheeting, 1 x 2 yards. 

1 bed-pan. 

2 small round agate basins. 

I two-quart fountain-syringe. 

25 yards absorbent gauze. 

2 packages cotton batting. 

3 absorbent bed-pads. 

Absorbent cotton. 

Obstetrical leggings. 

Safety-pins, large and small. 

Nail-brush. 


INSTRUCTION IN}; ORTHOPAEDIC SURGERY 


By W. S. BAER, M.D. 
Associate in Orthopedic Surgery, Johns Hopkins Hospital, Baltimore 


Instruction in orthopedic surgery is distributed 
throughout a portion of the third and the entire 
fourth year at the Johns Hopkins Medical School. 
The aim during the entire course is to approach 
the subject from a practical standpoint. We 
desire that the patients shall be treated by the 
students under the direct and constant super- 
vision of the assistants in orthopedic surgery. 

Demonstrations and Recitations. At the be- 
ginning of the third year the class takes up the 
study of surgery in general. After a foundation 
has been gained of the subject, bi-weekly demon- 
strations and recitations in the special field of 
orthopedics are commenced on the 1st of March 
and continued until the close of the academic 
year. These hours are not given to didactic lec- 
tures, but the main subjects are illustrated by an 
exhibition of large numbers of patients obtained 


from the hospital and from the out-patient depart- 
ment. Pathology of the various conditions is fully 
dwelt upon, and specimens from the Pathologi- 
cal Museum are explained. In order thoroughly 
to bring out the essential factors of the various 
diseases, quite a number of plaster models are 
employed, and radiographs of all bony lesions are 
shown, the object being to present a picture of the 
diseases in all stages, which shall be thoroughly 
impressed upon the mind of the student, as only 
an exhibition of cases can do. 

Fourth Year. With the preliminary training 
given at the end of the third year, the student is 
now prepared to pursue the practical work in 
orthopedics as offered in the out-patient depart- 
ment and in the wards. The fourth-year students 
in our institution are divided into three sections, 
each section spending three months in medicine, 
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surgery, gynecology, and obstetrics. The section 
which is pursuing surgery is subdivided into four 
groups, each group spending one morning a week 
in the orthopedic dispensary. The student acts 
as assistant, doing the actual work of the depart- 
ment under proper supervision. They take his- 
tories of all new cases according to written synopses 
which are given to them, and make a complete 
examination of the patient under the supervision 
of one of the orthopedic assistants. The course 
of treatment for that specific case is then laid 
down, and carried out by the student. By these 
means the pupil is thoroughly trained in the diag- 
nostic points presented by the particular case, 
and the reasons are fully explained for any par- 
ticular mode of treatment which may be reached. 
Thus the student soon becomes thoroughly familiar 
with all form of plaster-work, is trained in the 
fitting and adjusting of braces, in the treatment 
and correction of scolioses, in the use of hydro- 
theraphy and massage, and is allowed to perform 
those minor operations in orthopedic surgery 
which can properly be done in an out-patient 
department. 

Ward-work. The orthopedic cases in the hospi- 
tal are assigned to the surgical group of the fourth 
year. Each student is held responsible by the 
ward doctor for the proper care of his particular 
cases. He takes the history, makes the physical 


examination, and carries out the treatment pre- 


scribed, if it is not operated. If so, he follows 
closely the operation, assisting in the same when 
it is possible. He is held responsible for all clinical 
work in connection with the case, as urinary ex- 
aminations, blood-counts, etc., and must hold 
himself in readiness to answer all questions relative 
to his case when the regular ward rounds are made. 
From this training he gets a definite and practical 
idea of the care of bed-patients. 

Ward Rounds. These are made every Monday 
morning throughout the year, by the orthopedist 
in charge. These rounds are given for the entire 
surgical group, and are made throughout the 
hospital, that is, in the children’s wards, which 
is almost exclusively given to orthopedic cases, 
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as well as in the general male and female wards, 
where numerous adult cases are always present. 
Stress is laid upon the bed-treatment of cases, and 
such cases as are for operation are thoroughly 
examined and post-operative procedures are ex- 
plained. 

Operations. At stated times during the week, 
a series of orthopedic cases are operated upon, 
which have been previously examined by the 
group on duty. So far as is possible, the student 
that has charge in the hospital wards acts as one 
of the assistants at the time of operation. During 
the course of the year one gets to see almost all 
of the main operations in orthopedic surgery. 

Out-of-door Work. Owing to the crowded con- 
dition of our wards, many cases which would 
otherwise be treated in the hospital are attended 
to at their homes. In this way a certain number 
of nurses are employed, as well as a masseuse. 
Each patient is put in the care of one of the fourth- 
year students. He carries out the prescribed treat- 
ment in the home of the patient. By this means 
we are able to carry on a large out-patient work, 
at the same time affording the student an opportu- 
nity to deal with such cases in their homes, which 
is of the greatest value to them. 

Lateral Curvature Clinics. This class is held 
two afternoons of each week, under the super- 
vision of properly experienced persons. This 
course is optional with the students, but here an 
opportunity is offered to observe scoliotic cases 
in their various stages, to see the various means 
which are used in the correction of their deformi- 
ties, and the improving of their muscular system 
by means of proper gymnastic work. 

Special Work. For those students who are 
particularly interested in orthopedics, special op- 
portunities are offered for pursuing work along 
bacteriological and pathological lines. By the 
new facilities which have been provided in this 
hospital for annual experimentation, an oppor- 
tunity is afforded for experimental work upon the 
various joints of the body. In our out-patient de- 
partment every opportunity is given for the further 
development of work along mechanical lines. 


MAYO: 


In certain cases of uterine retroversion or flexion, 
or both, in which it is desirable to open the ab- 
domen for purposes of exploration or the relief 
of local or general pathological conditions, it be- 
comes a question how best to restore the normal 
position of the uterus. The description of a simple 
method, or rather a combination of parts of several 
methods, which we have employed in many cases 
during the past two years may be of interest. 
With the patient in the Trendelenburg position, 
the hand is inserted through a three or four inch 
median or slightly lateral incision in the lower 
abdomen, and passed into the upper abdomen, 
to explore by touch the region of the gall-bladder. 
As the hand is withdrawn, the cecum is brought 
into the wound and the appendix examined. After 
dealing with such pathological conditions as are 
found, the pelvis is isolated from the general cavity 
by a gauze pack and examined. This is done 
at first, as conditions may be present here which 
would render the preceding examination one of 
considerable danger if done later. 

The uterus is now placed in normal position. 
This step may require the separation of adhesions. 

' At the lower angle of the incision, a pair of curved 
forceps, Cleveland ligature-carrier, or other similar 
instrument, is passed laterally beneath the apo- 
neurosis, just over the muscle, to the point where 
the round ligament leaves the abdomen. This 
is facilitated by lifting the wall of the abdomen 
out and up with a tractor, also drawing the liga- 
ment tight with the forceps from within. The 
handle of the instrument is now elevated, and its 
point (seen from within) is made to pass over the 

pulley of the round ligament, not under it, and 

only beneath the peritoneum, but is made to trav- 
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erse the true course of the ligament, passing with 
it beneath the peritoneum, and when one third or 
one half way to the uterus it is pushed through 
the peritoneum, and the ligament grasped at a point 
from 11% to 2% inches from the uterine horn, 
according to the amount of slack present and the 
breadth of the pelvis. This loop of ligament is 
withdrawn with the forceps. 

A similar procedure is repeated at the same 
point on the opposite side. The loops are now 
ligated together at the lower angle of the abdominal 
wound. Some operators may prefer to pass the 
ligature around the ligament first, and grasping 
the suture on each side instead of the ligament, 
using the same to withdraw the loops as in the 
former procedure, the two ligatures being tied 
together in the lower angle of the wound. Others 
may prefer to grasp the ligaments from beneath 
the peritoneum and make this part of the operation 
extraperitoneal. If the folded ligament does not 
reach to the midline, they are sutured to perfora- 
tions in the aponeurosis. 

Suture material may be chronic catgut or linen. 
The peritoneum is closed by tier suture of catgut, 
supported at times by figure-8 silkworm gut in 
the aponeurosis. At the lower angle, the aponeu- 
rosis is united to the ligaments by the closing 
sutures. The operation is quickly made. The 
intra-abdominal pull is the normal one over the 
true pulley. Its outer course is beneath aponeu- 
rosis and over the muscle, and becomes fixed only 
one inch above the spine of the pubic bone, its 
normal point of exit from the canal. 

Uterine displacements, when complicated by 
sepsis, are relieved by other methods, which may 
be described later. 


4 
4 
4 
= 
Pe 
a 
4 
4 


SURGERY, GYNECOLOGY AND OBSTETRICS 


TECHNIQUE OF GALL-BLADDER OPERATIONS 


By A. J. OCHSNER, B.S., F.R.M.S., M. D 
Surgeon-in-Chief of Augustana Hsopital and St. Mary’s Hospital; Professor of Clinical Surgery inthe Medical Department of the 


This subject is now so thoroughly familiar to 
every surgeon that a general review could scarcely 
be interesting, and consequently I will confine my 
discussion of the subject to a description of the 
simplest technique which I have been able to 
assimilate from all sources. I will also state that 
I have tested each one of these methods in a large 
number of cases, so that what they may lack in 
novelty they will surely make up in reliability and 
safety. 

In order to facilitate the technique in every 
gall-bladder operation, it is important to give some 
attention to the preparation of the patient. This 
should have for its object the emptying of the 
stomach and intestines, because if these are dis- 
tended with gas, the operation is vastly more diffi- 
cult than if empty. 

This is accomplished by giving the patient two 
ounces of castor-oil twenty-four hours before the 
operation, and one or two enemata eight and 
twelve hours before the operation, and performing 
thorough gastric lavage shortly before the operation. 

During the twenty-four hours before the opera- 
tion, only beef-tea and broth is given by mouth, 
together with an abundance of hot water. 

In very obese patients it is often well to give a 
strict diet for some weeks previous to the operation. 
This should contain an abundance of lean beef or 
mutton, but almost no starch, sugar, and fat. 

In the mean time the patient should take vigor- 
ous exercise, and the abdominal walls should be 
massaged systematically. 

I have many times reduced the weight of very 
obese patients fifty or more pounds, and in one 
case one hundred and forty pounds, at the same 
time greatly increasing the patient’s strength and 
comfort. 

In many cases there is an especially tense ab- 
dominal wall, which may refuse to relax even after 
the administration of the anesthetic. In these 
cases it is well to administer one quarter of a grain 
of morphine, preferably with one one-hundredth 
grain of atropine hypodermically half an hour 
before the operation. 


INCISION 
For all gall-bladder operations, a straight in- 
cision a little to the right of the middle of the right 


rectus abdominus muscle is undoubtedly the best, 
primarily. It should be directly over the gall- 
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bladder, and should extend through the sheath 
down to the muscle fibers. 

These should be separated longitudinally, by 
means of a blunt instrument like the handle of a 
scalpel, so that none of the fibers shall be cut. 

The incision should be long enough to admit 
the entire hand, as advised by Maurice Richardson. 
This is important, because the next step must con- 
sist in a careful palpation of the gall-bladder, the 
cystic, the hepatic, and the common duct. This 
cannot be done thoroughly without introducing 
the entire hand. 

The pancreas and the duodenum and the pylorus 
should be examined at the same time. In many 
instances a chronic pancreatitis or duodenitis 
seems to coexist with a cholecystitis, and will sub- 
side as a result of drainage of the gall-bladder. 

CHOLECYSTOTOMY 

The simplest operation upon the gall-bladder is 
cholecystotomy. 

The simplest form of this operation, suggested 
by Meridith more than twenty years ago, consist- 
ing in the removal of gall-stones and immediate 
closure of the wound with Lembert sutures, has 
been almost entirely abandoned, except in cases in 
which gall-stones are incidentally discovered in a 
practically normal gall-bladder during an opera- 
tion for some other intra-abdominal condition. 

There are a few surgeons who still favor this 
operation for all cases of gall-stones without a 
marked degree of cholecystitis; among them, no 
less an authority than Kocher. 

In every step, except the last, this operation 
corresponds to that of cholecystotomy, conse- 
quently the two operations will be described to- 
gether up to this point. 

Both of these operations are performed for the 
purpose of removing gall-stones from the gall- 
bladder, and in some cases from the cystic duct. 

Cholecystotomy is further performed for the 
purpose of establishing drainage of the gall-bladder, 
which is useful not only in relieving irritation of 
the gall-bladder and biliary ducts, but, indirectly, 
it serves to drain the liver and the pancreas, and 
as a result of this drainage, these organs, when 
generally enlarged as a result of chronic inflam- 
mation or irritation due to faulty drainage, will 
decrease in size very rapidly. 

It is consequently important to determine these 
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conditions before deciding upon the operation to 
be chosen in any given case. 

After making the abdominal incision, the hand 
is introduced into the abdominal cavity and the 
gall-bladder is palpated between finger and thumb. 
It is then followed downward and inwards, and 
the cystic, the hepatic, and the common ducts are 
palpated in succession. 

Occasionally the gall-bladder may be so tense 
that nothing can be determined concerning the 
character of its contents, except that whatever the 
gall-bladder may contain it is impossible for this 
substance to pass on freely into the duodenum, 
and this, in itself, is the strongest indication for a 
cholecystotomy. 

If, then, this condition is found, or if gall-stones 
are found in the gall-bladder or the cystic duct, 
but none in the hepatic or the common duct, this 
operation is plainly indicated. 

The examination may have revealed more or 
less extensive recent or old adhesions between the 
gall-bladder and the surrounding organs. 

These adhesions may include the liver, the 
omentum, the transverse colon, the duodenum, 
or the stomach, and in some instances even the 
right kidney, or they may include any two or more, 
or all, of these organs. 

If they are recent, or if they distort one or more 
of these organs, it is well to loosen or to ligate and 
cut these adhesions. If they have existed for a 
long period of time without apparently doing any 
harm, it is better to leave them undisturbed. It 
must, however, be borne in mind that undoubtedly 
the adhesions to the gall-bladder frequently draw 
this down and cause it to become sacculated so that 
it will contain residual bile, and that this in turn 
favors infection of this fluid, and thus the formation 
of gall-stones. It is consequently important to 
remove any adhesions which seem to show a 
tendency to cause sacculation of the gall- blad- 
der. 

This having been accomplished, soft gauze pads 
moistened with warm normal salt solution are 
placed about the gall-bladder after the latter has 
been grasped at its most prominent point with 
one or two pairs of forceps. 

This act of packing away the remaining portion 
of the peritoneal cavity should be done with the 
greatest care, to prevent soiling during the follow- 
ing steps of the operation 

A trocar is then plunged into the gall-bladder 
to drain away the bile or pus or mucus, as the case 
may be, contained within its cavity. 

The one devised by my brother, Dr. E. H. 
Ochsner shown in Fig. 1, is undoubtedly most 
convenient, because with it the gall-bladder can 
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Fig. 1. A in the figure represents the part which acts as 
stylet in a trocar and as piston in a syringe; B acts as 
trocar-tube and as syringe-barrel; C is small arm which 
acts as spout, and which may be attached to an ordinary 
aspirating syringe by means of a rubber coupling-tube. 
be emptied perfectly without the slightest danger 
of soiling any of the surrounding tissues. 

Should the gall-bladder be contracted because 
of the long-continued destructive inflammation 
which distinguishes old gall-stone cases from ob- 
struction due to malignant growths according to 
the law of Courvoiser, it may not be necessary to 
make use of the trocar, because there will be no 
bile in what is left of the gall-bladder. In these 
cases the most prominent portion of the gall- 
bladder is grasped by the forceps, and an incision 
made through the highest portion, which is also 
the next step after the fluid has been aspirated 
in the other class of cases. 

If there is still a little fluid present, this is ab- 
sorbed by lightly tamponing the cavity of the gall- 
bladder with a narrow strip of aseptic gauze and 
then withdrawing it. This can be repeated a num- 
ber of times. A blunt gall-stone scoop is now 
introduced and gently withdrawn, bringing out 
as many of the stones as can be reached in this 
manner. Then, while an assistant holds up the 
gall-bladder by. hemostatic forceps attached to 
the edge of the wound, the surgeon’s hand is again 
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introduced into the abdominal cavity, and the 
gall-bladder and all the ducts are once more care- 
fully palpated. 

If there are still stones present, these can be 
removed with the scoop, guided by the hand in 
the abdominal cavity. If there are stones in the 
cystic duct, these can frequently be forced back 
into the gall-bladder by a gentle milking motion 
between forefinger and thumb. Occasionally this 
can be aided by the use of a small curette guided 
by the other hand. 

In a few instances it has been possible to trans- 
fer to the gall-bladder not only stones in the cystic 
duct, but even those in the common and the hepatic 
ducts, in this manner. Great caution must, how- 
ever, be practised, because less injury is done to 
the patient by making an incision into these ducts 
than by severe manipulation in the attempt at 


Retention-tube, after the plan of Jaoob’s reten- 
a shows the bulb-like end in the position 
b shows the end stretched over 
c, in order to reduce its size during its introduc- 


Fig. 2. 
tion-catheter. 
it takes when in place. 
a probe. 
tion. 

To be used in draining cavities like the urinary-bladder, 
gall-bladder, hydronephric kidney, etc. This tube is also 
used as a permanent feeding-tube in gastrostomy. 
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Fig. 3. Drainage-tube, for draining common duct 


through cystic duct. 
removing stones, especially if these are immovable 
as a result of impaction. 

So far, the steps of the operation are agreed 
upon practically by every one who has a large 
experience in the treatment of these cases. From 
this point on, authorities of equal ability vary in 
the details of their technique. I have used, at 
various times, most of the methods which have 
been recommended, thinking that one might be 
indicated under certain conditions while another 
might be more suitable for a slightly different 
condition, but I am convinced that the especial 
benefits from these various operations are entirely 
imaginary, and that this is simply a remnant of 
the pedantry which has been so uniformly a part 
of our professional existence for centuries. 

In more than three hundred successive cases I 
have employed the following simple technique, 
after being satisfied that all of the stones had been 
removed. 

1. The gall-bladder is carefully, but gently and 
loosely, tamponed with a long strip of dry gauze. 
This serves to prevent hemorrhage from the mu- 
cous lining of the gall-bladder, which is frequently 
severely congested, and often covered with bleed- 
ing granulations. 

2. The transversalis fascia and the peritoneum 
of the upper angle of the wound is then sutured to 
the edge of the gall-bladder 1 to 2 cm. back from 
the free edge of the opening. If the gall-bladder 
is small and shrunken, the peritoneum and trans- 
versalis are brought down to it at one or two points, 
and a piece of gauze is carried down to the gall- 
bladder, and between the gauze and the surround- 
ing tissue a piece of rubber tissue is placed. At- 
taching the gall-bladder in this manner facilitates 
drainage, and prevents the gall-bladder, later on, 
from becoming sacculated. 

3. The abdominal wound is now closed by pass- 
ing from two to five silkworm-gut sutures through 
all the tissues down to the transversalis fascia, but 
not through it, and leaving these untied until the 
following rows of catgut sutures have been applied, 
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in order to prevent the formation of a ventral 
hernia, by carefully approximating the following 
layers: A, peritoneum and transversalis fascia; B, 
rectus abdominus muscle; C, aponeurosis of ex- 
ternal and outer layer of aponeurosis of internal 
oblique muscle passing in front of the rectus ab- 
dominus muscle at this point; D, the skin. 

4. Some rubber tissue is now stuffed down to 
- the gall-bladder, between the edges of the abdomi- 
nal wound and the gauze tampon, to facilitate the 
removal, about the fifth day, when a rubber drain- 
age-tube is inserted into the gall-bladder in its 
place. 

The other methods which seem equally satis- 
factory consist in substituting for the gauze tam- 
pon in the gall-bladder a simple rubber tube, or a 
split rubber tube filled with a strip of gauze, or a 
rubber tube surrounded with gauze, or a cigarette 
drain. Any one of these may be fastened in the 
gall-bladder by placing a purse-string suture 
around the opening, inverting the edges, and then 
drawing the purse-string just sufficiently tight 
to prevent leakage. 

Still another method consists in applying one 
of these various forms of drainage, and then simply 
permitting this to project from the upper angle 
of the abdominal wound without suturing the gall- 
bladder to the parietal peritoneum. Personally, 
T have never been favorably impressed by this 
method. 

CHOLECYSTOTOMY 


Going back to the point at which we had arrived 
after removing all of the gall-stones, the opening 
in the gall-bladder may be closed by slightly in- 
verting the edges and applying one row of fine 
continuous catgut suture grasping all of the layers, 
and then a second row of continuous Lembert 
sutures over this, also of fine catgut, and then 
dropping the gall-bladder and closing the abdomi- 
nal wound, or a small iodoform gauze wick may be 
carried down to the suture row and passed out 
through the upper angle of the wound. 

It has always seemed to me that much of the 
benefit in these cases comes from the drainage of 
the gall-bladder after these operations, and that 
consequently this operation is practically never 
indicated. 

CONTINUED DRAINAGE OF THE GALL-BLADDER 


In case it seems wise to continue the drainage 
of the gall-bladder for a considerable period, the 
patient can be made very comfortable by inserting 
a Jacob’s retention catheter of proper size into 
the gall-bladder, placing a glass tube in the distal 
end of this catheter and tying a soft rubber bag 
to this in order to collect the bile. (Fig. 2.) When- 
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ever it seems the proper time to interrupt this 
drainage, the opening will close spontaneously 
upon withdrawing the catheter. 


CHOLECYSTECTOMY 


This operation seems indicated only in cases in 
which there is a permanent obstruction of the cystic 
duct, which is usually due to cicatricial contraction 
of an ulcer, most commonly caused by the impac- 
tion of a gall-stone. 

It may also be due to the formation of a valve 
in the neck of the gall-bladder at its entrance into 
the cystic duct. 

Occasionally such a valve will permit the free 
flow of bile into the gall-bladder, but not in the 
opposite direction. The removal of the gall- 
bladder is usually not a difficult matter if it is 
approached from the right direction. The follow- 
ing simple steps should be followed: 

1. The same incision as in cholecystotomy 
should be made. Occasionally, if there are many 
adhesions, so that it is difficult to reach the lower 
end of the gall-bladder, the incision may be length- 
ened, according to the plan advised by Bevan, by 
extending the upper end of the incision inward 
and the lower end outward, or it may be extended 
upward, according to Mayo-Robson, between the 
edge of the costal cartilages and the lower end of 
the sternum, in order that the liver together with 
the gall-bladder may be inverted upward. 

2. Two pair of hemostatic forceps are then ap- 
plied, one directly to the cystic duct, grasping at 
the same time the cystic artery which supplies the 
gall-bladder. The second pair is applied to the 
neck of the gall-bladder at a distance of one centi- 
meter from the other. The gall-bladder is now 
cut loose just beyond the second pair of forceps, 
and between this and the first pair. 

3. An incision is now made along the sides of 
the gall-bladder, below and above, a little less than 
one centimeter from its attachment to the liver, 
and then the organ can be enucleated without diffi- 
culty. 

If there is any considerable amount of hemor- 
rhage from the surface, a strip of gauze can be 
attached over this by means of a few catgut sutures, 
which will control this oozing at once. 

4. Disposition of the Stump. If drainage is not 
desired, a ligature can be placed about the stump 
of the cystic duct, including the cystic artery. If 


it is doubtful, the artery-forceps may be left in 
place, and may be surrounded by gauze and rubber 
protective, and permitted to pass out of the upper 
angle of the wound. This may be loosened after 
thirty-six hours, or sooner if it should become 
apparent that drainage is desired. 
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It is well, in these cases, to insert a drainage-tube 
to a point just below the stump for the purpose of 
providing for an emergency. It is immaterial 
what form of drainage-tube is chosen. 

In case drainage is desired, the cystic artery is 
caught separately at the end of the stump and 
ligated, and a small rubber drainage-tube is intro- 
duced directly into the common duct through the 
cystic duct. 

Fig. 3 shows a drainage-tube, which is most 
useful in these cases. A small rubber drainage- 
tube (a) is drawn through a larger tube (0); the 
perforated end (c) is introduced into the cystic duct, 
and it is held in place by one or more catgut sutures, 
which pass through the outer tube (0), but do not 
touch the inner tube. By the time the catgut is 
absorbed, it is time to withdraw the drainage- 
tube. 

The abdominal wound is closed as in the pre- 
vious operation, and the tissues are prevented from 
adhering to the gauze by the interposition of the 
rubber tissue. 

MAYO’S OPERATION 


Occasionally the surface of a gall-bladder in 
which there is a positive indication for cholecys- 
tectomy is so strongly adherent that it may be diffi- 
cult or impossible to perform the operation just 
described. For the relief of these cases, Dr. W. J. 
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Mayo has advised the following operation, which 
I have performed with perfectly satisfactory re- 
sults, both as regards immediate and late condi- 
tions. The operation consists in making a circu- 
lar incision through the tissues down to but not 
through the mucous membrane. The latter is 
then dissected out down to the cystic duct, and the 
operation is concluded as in ordinary cholecys- 
tectomy. 
CHOLECYSTENTEROSTOMY 


This operation is indicated in cases in which 
there is a permanent obstruction between the en- 
trance of the hepatic duct into the common duct 
and the opening of the latter into the duodenum. 

The best point of attachment is to the de- 
scending duodenum, but if this is not possible, the 
hepatic flexure of the colon may be chosen. 

The entire alimentary canal should be thoroughly 
emptied before the operation is undertaken, by 
the administration of two large doses of castor-oil 
twelve to twenty-four hours apart, then a careful 
anastomosis from one half to one inch in length 
should be made by any one of the various methods 
employed by making intestinal anastomosis with 
needle and thread. 

If any mechanical device is employed, the small 
Murphy button should be chosen, but I am con- 
vinced that the suture method is superior. 


TRANSACTIONS OF SOCIETIES 


THE SOUTHERN SURGICAL AND GYNECOLOGICAL ASSOCIATION 


PROCEEDINGS OF THE EIGHTEENTH ANNUAL MEETING, HELD IN LOUISVILLE, 
Kentucky, DECEMBER, I2, 13, AND 14, 1905 


The Association convened in the Seelbach Hotel, 
under the Presidency of Dr. Lewis C. BosHER 
of Richmond, Virginia. 


Tue Earty DIAGNOSIS AND RADICAL CURE OF 
CARCINOMA OF THE PROSTATE 


Dr. Hucu H. Younc of Baltimore, Maryland, 
read a paper on this subject, in which he reported 
forty cases, and presented a radical operation 
which was carried out in four. 

He described the operation as follows: An in- 
verted-V cutaneous incision was made in the peri- 
neum, as in the operation employed by him for 
simple hypertrophy of the prostate, each branch 
of the incision being about two inches long. By 
blunt d'ssection the end of the bulb and central 
tendon were exposed and the latter divided, ex- 
posing in turn the rectourethralis muscle, the 
division of which gave free access to the mem- 
branous urethra behind the triangular ligament. 
Urethrotomy on a grooved staff was followed by 
the introduction of the prostatic tractor, which 
was opened out after it reached the b!adder. While 
traction was made upon this instrument, the rectum 
was carefully separa’ed from the prostatic capsule 
by blunt dissection until the entire posterior surface 
of the prostate was brought into view. Up to this 
point the operator proceeded exactly as in the 
usual prostatectomy operation, w th the exception 
that the tissues around the prostate were more 
hemorrhagic and the wallo the rectum more closely 
adherent to the capsule of the prostate than usual. 
Examination of the prostate then showed much 
greater induration than he had ever encountered 
in the benign prostate. The rectum and peri- 
prostatic tissues were free from invasion. Com- 
plete excision was therefore decided upon, and 
carried out as follows: The handle of the tractor 
was depressed, thus exposing the membranous 
urethra anterior to it at a point where i’ was easily 
divided transversely with a scapel, leaving a small 
stump of the membranous urethra protruding 
from the surface of the triangular ligament. By 
further depressing the handle of the tractor, the 
puboprostatic ligament was exposed, and being 


very tautly drawn, easily divided by scissors, thus 


- completely severing the prostate from all impor- 


tant attachments, except posteriorly. The lateral 
attachments, which were slight, were easily sepa- 
rated by the finger. During these manipulations 
a moderate amount of hemorrhage was encountered 
(coming from the prostatic veins, particularly 
those just behind the triangular ligament just in 
front of the prostate), but it was easily controlled 
by clamping several bleeding-points and applying 
pressure with gauze by means of an anterior deep 
retractor. 

The posterior surface of the seminal vesic'es 
was then freed by blunt dissection, the now mobile 
prostate being well out of the wound. In this ex- 
posure of the posterior surface of the vesicles he 
was careful not to break through the fascia of 
Denonvilliers, which covers not only the posterior 
surface of the prostate, but also of the seminal 
vesicles, and forms, he believed, an important 
barrier to the backward growth of the disease. 

The next step was to expose the anterior surface 
of the bladder, whch was easily done by depressing 
the tractor and making strong traction. By this 
procedure the bladder was drawn down so close 
to the skin wound that it was easily incised at a 
point in the middle line, about 1 cm. behind the 
prostatovesical juncture. By means of scissors 
the division was continued on each side until the 
trigone was exposed. After swabbing away the 
blood and urine, the ureters were easily found, 
and the line of incision carried across the trigone 
w.th a scalpel so as to pass about 1 cm. in front of 
the ureteral orifices. While still making traction 
upon the prostate, the base of the bladder was 
pushed upward with the handle of the scalpel, 
thus exposing the anterior surface of the seminal 
vesicles and the adjacent vasa deferentia, all of 
which were carefully freed by blunt dissection, 
with the finger as high up as possible, so as to 
remove with the vesicles much circumjacent fat 
and areolar tissues on account of the lymphatics 
which they contain. The vasa deferentia, after 
being drawn well down, were picked up on a small 
blunt hook and divided with scissors as high up as 
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possible, care being taken to see to it that the 
ureters were not in danger. After division of the 
vasa, the semina’ vesicles were found to come down 
more readily; the deep adhesions were finally 
divided and the mass removed. A portion of 
the membranous urethra, the entire prostate with 
its capsule intact, the seminal vesicles, 4 cm. of 
the vasa deferentia, and a cuff of the bladder 1 cm. 
wide along the anterior and lateral surfaces and 
2 cm. wide in the region of the trigone, were re- 
moved in one piece. 

There now remained a large defect to be re- 
paired. The vesicle opening was about 8 cm. in 
diameter and had sunk far back into the depths. 
The stump of the membranous urethra had been 
obliterated by the compression of the anterior 
retractor, so that it was necessary to insert a soft 
rubber cathe’er through the urethra from the 
meatus to discover it. The anterior wal' of the 
vesical opening was then caught with forceps, and 
with no great traction. He was surprised to find 
how easily it could be drawn down to the mem- 
branous urethra, where an anastomosis was readily 
made. The first suture was placed by inserting 
the needle into the triangular ligament above the 
urethra and out through the anterior wall of the 
membranous urethra, then through the anterior 
wall of the bladder in the median line, from within 
out, care being taken to include only the submu- 
cosa and muscle. When this suture was tied, the 
median line of the anterior wall of the bladder 
was drawn to meet the median line of the roof 
of the remaining membranous urethra, the knot 
outside, and the thread left long. 

Lateral sutures, similarly placed, including ‘he 
per urethral muscular structures below, and two 
poster or sutures, completed the anastomosis of 
the membranous urethra, with a small ring, into 
wh ch the anterior portion of the margin of the 
vesicle wound had been fastened by the tying of 
the sutures. The remainder of the ves‘cle wound 
now presented as a longitud nal opening, which was 
easily close by sutures, thus completely clos ng 
the defect and replacing the prostatic urethra with 
a funnel-shaped process made from the bladder- 
wall. The sutures used were silk, one end of each 
being left long and brought out of the wound, so 
that they could be extracted later. Since then 
he has found alternate sutures of catgut and silk- 
worm gut, also left long, the best. After light 
gauze packing had been placed in various portions 
of the wound, the levator ani muscles were drawn 
together with catgut (two sutures) in front of he 
rectum, and the skin wound closed on each side 
with interrupted catgut sutures, leaving on'y a 
small portion open at the angle in front for exit 
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of the gauze drainage. The rubber catheter, 
which was of considerable service in making the 
anastomosis of the urethra and bladder, was fas- 
tened in place by adhesive plaster around the 
penis, and the patient was returned to the ward. 
During the operation he received 1,000 c.c. salt 
solution infusion beneath the breast, and his con- 
dition throughout was good, pulse varying from 
65 to 92, and 80 at the end of the operation, which 
required two hours. 


CONCLUSIONS 


The following conclusions were drawn from 
this study of forty cases: 

1. Carcinoma of the prostate is more frequent 
than is usually supposed, occurring in about ten 
per cent of the cases of prostatic enlargement, 
as shown also by Albarran. 

2. It may begin as an isolated nodule in an 
otherwise benign hypertrophy, or a prostatic en- 
largement which has for many years furnished he 
symptoms and signs of benign hypertrophy may 
suddenly become evidently malignant. 

3. Marked induration, if only an intralobular 
nodule, in one or both lobes of the prostate in 
men past fifty years of age, should be viewed w:th 
suspicion, especially if the cystoscope shows little 
intravesicular prostatic growth, and pain and 
tenderness are present. 

4. The posterior surface of the prostate should 
be exposed as for an ordinary prostatectomy, and 
if the operator is unable to make a positive diag- 
nosis of malignancy, longitudinal incisions should 
be made on each side of the urethra, as in pros- 
tatectomy, and a piece of tissue excised for frozen 
sections, which can be prepared in about six min- 
utes and examined by the operator at once. If 
the disease is malignant, the incisions may be 
cauterized and closed and the radical operation 
performed. 

5. Cancer of the prostate remains for a long 
time within the confines of the lobes, the urethra, 
bladder, and especially the posterior capsule of 
the prostate resting inviolate for a considerable 
period. Extraprostatic invasion nearly always 
occurs first along the ejaculatory ducts into the 
space immediately above the prostate between the 
seminal vesicles and the bladder and beneath the 
fascia of Denonvilliers. Thence the disease grad- 
ually invades the inferior surface of the trigone 
and the lymphatics leading toward the lateral 
walls of the pelvis, but involvement of the pelvic 
glands occurs late, and often metastases occur 
into the osseous system without first invading the 
g ands. 

6. Cure can be expected only by radical meas- 


ures, and the routine removal of the seminal vesi- 
cles, vasa deferentia, and most of the vesical 
trigone with the entire prostate, as carried out 
in four cases by the writer and fully described by 
the illustrations, is shown to be necessary by the 
forty cases, including eight autopsies and ten 
operations. 

7. The four cases in which the radical operation 
was done demonstrated its simplicity, effectiveness, 
and the remarkably satisfactory functional re- 
sults furnished. 


DISCUSSION 


Dr. Mack Rocers of Birmingham, Alabama, 
said one of the chief points that interested him 
was that the disease did not involve the bladder 
per se. The question arose in his mind, Why the 
essayist dissected off the bladder so extensively 
as he did. Could not the gland be peeled off 
without cutting the bladder in such a way at to 
reach the seminal vesicles and ducts and eliminate 
the disease posteriorly? He understood clearly 
all of the other steps of the operation, but the 
question as to the necessity of cutting through 
and making such a wide sweep through the bladder 
was not clear to him. 

Dr. Horace J. Wurracre of Cincinnati, Ohio, 
had encountered two cases of cancer of the pros- 
tate which were probably operable by the method 
described by the essayist; but it seemed to the 
speaker as if considerable hemorrhage would be 
encountered in the operation for prostatectomy. 
The surgeon felt safe when he was within the 
capsule, but there was danger when he got outside 
the capsule from the prostatic plexus. He asked 
the essayist to speak of this in his closing remarks. 

Dr. Epwarp H. OcusNeEr of Chicago thought 
the question asked by Dr. Rogers of incising so 
much bladder tissue was very pertinent. Sur- 
geons ought to think of the necessity of incising 
so much tissue, and of saving patients from the 
most disagreeable results, which usually occurred 
if the operation was not done thoroughly. 

Dr. Youns, in closing the discussion, in answer 
to Dr. Rogers’s question, said that he meant the 
disease was not present as a tumor in the bladder, 
but a study of the pathological specimens showed 
that the disease traveled back of the prostate and 
involved, as a rule, the seminal vesicles and vasa 
deferentia. When the disease involved the poste- 
rior part of the capsule, it likewise implicated the 
lower portion of the trigone posteriorly, although 
the mucous membrane might be intact. He 
had found from a microscopical study of the cases 
that the disease did not travel so as to involve 
the mucous membrane, but traveled by way of 
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the lymphatics, so that in doing a radical operation 
one must ‘eave no chance of leaving there what 
would seem to be healthy tissue, but which, under 
the microscope, had shown involvement of the 
lymphatics. If one were to do the operation of 
enucleating the capsule and the seminal vesicles, 
he would have to cut the prostate off from the 
b adder, anyway; this would leave a bladder open 

ing which would have to be drawn down and 
sutured to the membranous urethra because of 
having removed the entire prostate with its capsule. 
Owing to the simplicity of drawing the bladder 
down and suturing it, he saw no advantage in 
assuming a great risk in leaving the cancerous 
lymphatics by going too close to the disease. He 
followed the precepts of Halsted in his breast-work, 
who went beyond the disease-bearing area, making 
a wide dissection of the diseased area, and he 
thought every surgeon of prominence now accepted 
Halsted’s view in this regard. Owing to the 
rapidity and ease with which the bladder could 
be drawn down in the cases under consideration 
and the perfect functional results secured, he 
thought one would make a mistake if he did not 
take away that portion of the trigone which was 
above cancer of the seminal vesicles. 

With reference to hemorrhage, there were .hree 
points at which hemorrhage occurred which might 
bother the surgeon. First, in freeing the lateral 
edges of the prostate from the periprostatic plexus, 
one might get a little hemorrhage. When one 
cut the membranous urethra and puboprostatic 
ligaments from the prostate, he would be apt to 
get hemorrhage, and the plan adopted by the 
speaker was to apply three or four clamps, insert 
a wad of iodoform gauze there, and put in an 
anterior retractor against it, having an assistant 
keep the retractor against the penis; then the 
hemorrhage did not trouble the surgeon. By 
so doing, one did not get any more hemorrhage 
until he began to cui the bladder, and there was 
very little hemorrhage in doing this, as a long 
clamp could be used for the purpose of controlling 
it. 

A point in the operation which was of the great- 
est importance was the removal of that portion 
of the trigone referred to in the paper. The sur- 
geon should not try to save this portion of the 
trigone, as it would not heip him in drawing the 
bladder down and in making the anastomos s. 


SURGICAL REPAIR OF INJURED NERVES 


Dr. J. SHerton Horstey of Richmond, Vir- 
ginia, in a paper with this title, reviewed the work 
of recent investigators on the histological regenera- 
tion of nerves. 


He alluded to the views of Bethe 
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and others, who claimed that regeneration of a 
peripheral nerve can take place without central 
connection. 

He classified the surgical methods of repair as 
fo ows: 

1. Simple nerve suture, including all cases where 
the ends of the nerve are brought into direct con- 
tact and sutured, even when nerve-stretching or 
resection of the long bone may be necessary. 

2. Flap operations, which are usually unsatis- 
factory. 

3. Nerve-bridging. By this term he meant 
those cases in which a foreign substance is used 
to bridge over the defects between the ends of a 
divided nerve. This includes not only transplan- 
tation of nerve tissue from lower animals, but 
also suture a distance. 

4. Nerve implantation, or anastomosis. Under 
this head are included those cases in which the 
ends of an injured nerve are implanted into a 
heal hy nerve. 

He reported a case falling under this last cassi- 
fication. The patient had suffered an injury, 
as a result of which the upper part of the median 
nerve was destroyed for two and a half inches, 
and the musculospiral injured in the lower part 
of the arm, with paralysis of all muscles in the 
hand and forearm, except those supplied by the 
ulnar. Three months after this the median was 
implanted laterally ino the ulnar. Fourteen 
months later, both flexion and extension had re- 
turned to a marked degree. At that time the 
musculospiral was cut across, and implanted 
laterally into the median. Ten months after the 

second operation, sensation and motion of the 
hand and forearm had almost completely re- 
turned. 

In discussing several points connected w-th 
the case, Dr. Horsley concluded that the exten- 
sors must have been supplied through the anterior 
interosseous of the median, because flexion and 
extension improved simultaneously, and because 
extension was not interfered with at the second 
operation, when the musculospiral was com- 
p'etely divided. 

DISCUSSION 

Dr. CHARLES H. Mayo of Rochester, Minne- 
sota, said a question that interested him more 
especially was the difference in the ability of re- 
pair of a sensory nerve and a motor nerve, and 
also the combined sensory and motor nerves. 
For instance, about the head, where we have 
purely motor and sensory nerves, he said it was 
almost impossible to keep a sensory nerve from 
uniting itse f; it would get out and grow for 
inches, and repair itself; but a sensory nerve, on 
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the other hand, having peripheral impulses tow- 
ards the center, seemed to lack regeneration, 
like a motor nerve in which the impulse came from 
the center out. He had taken out the infraorbital 
nerve, then plugged the opening with silver, and 
the case went on for fully seven years without 
the return of sensation in that area, but in operating 
again, removing the silver plug, the nerve which 
had lain dormant for that length of time would 
get out, hunt up a partner, so to speak, and go 
to work. Take the motor nerve of the arm, in 
which there were acute sensory and motor nerves, 
we would get more rapid regeneration because of 
the peripheral impulses, and as the amount of 
sensory nerve here was so much in excess of that 
of the sensory nerve of the leg, we would get 
earlier repair in the surgery of nerves of the arm 
than we would in those of the leg. 

Dr. Hors ey, in closing the discussion, called 
attention to the point that his patient was of a 
low grade of intelligence, and his nervous system 
was not well developed. He thought the same 
‘aw applied here as would apply to other similar 
cases; that is, the lower the type of organism, 
the more rapid and more active the repair. He 
thought that had his patient been a white man, 
instead of a negro, with a higher type of organi- 
zation, probably he would not have obtained as 
satisfactory a result as he had secured in this case. 


FoRE’GN BoDIES IN THE (ESOPHAGUS 


This paper, by Dr. Stuart McGuire, appears 
in the present issue of SURGERY, GYNECOLOGY AND 
OBSTETRICS. 


DISCUSSION 


Dr. J. Westey Lone of Greensboro, North 
Carolina, said he understood the essayist to say 
that if the foreign body was located below the 
level of the suprasternal notch, a gastrotomy was 
indicated, rather than an external cesophagotomy. 
In many instances this was correct. He men- 
tioned the case of a forty-six-day-old infant that 
had swallowed an open safety-pin, the pin having 
lodged in the cesophagus opposite the two cricoid 
cartilages. A radiograph, however, showed the 
point of the pin was below the arch of the aorta. 
The pin, which was well down in the chest, and 
had produced constriction of the cesophagus where 
the left bronchus crosses it, was removed by an 
external cesophagotomy, and apparently without 
any shock. He thought there were some. cases 
in which this operation would be preferable to 
gastrotomy. 

Dr. W. S. GoxtpsmitH of Atlanta, Georgia, 
said that his experience with reference to foreign 


bodies in the cesophagus was limited to one case. 
In this he resorted to a method outlined by Dr. 
Bull, in removing foreign bodies from the lower 
end of the cesophagus. The patient had swal- 
lowed the concave part of a dental plate, which 
had lodged in the cesophagus and remained there 
for a period of four months. The patient was 
emaciated and weak. He located the foreign 
body in the cesophagus, but could not extract 
it with forceps. It then occurred to him to make 
use of Bull’s method of attaching a series of 
sponges to a long silk ligature, using an cesopha- 
geal bougie, and passing that out through the 
mouth and leaving in position the series of sponges. 
After attaching the bougie, it was a simple matter, 
by a few sweeping movements backward and 
forward, to push the foreign body into the stomach 
and ex ract it through the gastrotomy opening. 

The foreign body in this case was of such con- 
sistency that the X-ray was not an aid. 

Dr. H. A. Royster of Raleigh, North Caro!ina, 
reported the case of a child, two years of age, who, 
two weeks previous to his seeing the little patient, 
had swallowed the wheel of a tin toy-wagon. The 
condition of the child did not suggest anything 
serious, as she was abie to swallow liquids, but 
not solids. During the time the foreign body 
was present, the child lived on milk and liquid 
food. He used a medium-sized shotted semi- 
elastic bougie for the purpose of an examination; 
this went into the cesophagus, met with some resist- 
ance on its way, but by gentle manipulation it 
passed on farther, seemingly without obstrution. 
A mouth-gag having been applied, the foreign 
body was extracted by means of an cesophageal 
forceps; it lay transversely across the cesophagus. 

Dr. J. SHELTON Horsey of Richmond, Vir- 
ginia, said that if the foreign body could not be 
removed by ordinary means, no time should be 
lost in resorting to early operation. 

He reported the case of a child who swallowed 
a toy camel from a grab-bag. The child put it 
into its mouth, and the foreign body was situated 
a little lower than the level of the larynx. He 
tried to extract it by several different methods, 
but was unsuccessful. He saw the child on the 
fourth day after the foreign body had been swal- 
lowed, and removed it with ease by means of 
csophagotomy. In this case the cesophagus was 
injured and gangrenous. The child did well for 
the first two days, when septic symptoms develeped, 
and it shortly after died. He thought the child’s 
life might have been saved by an earlier opera- 
tion. 

Dr. CHARLES M. Rosser of Dallas, Texas, 
reported two cases of foreign bodies in the cesopha- 
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gus.- In one, the foreign body, an ordinary pin, 
was located by the X-ray, but could not be re- 
moved by ordinary means. Two thirds of the 
pin was buried, but with the aid of the fuoroscope 
t was caught by the head with forceps and ex- 
racted. 

In the other case, the child had swallowed a 
nickel, which was located within two or three 
inches of the cardiac end of the cesophagus by the 
X-ray. Gastrotomy was performed, and the for- 
eign body extracted. The child lived for about 
six or eight hours, then died from shock. 

Dr. Rurus B. Hatt of Cincinnati, Ohio, re- 
ported the case of a child of a physician, five 
months old, who swallowed a safety-pin an inch 
and a half long. It remained in the cesophagus 
supposedly for quite a while, say for twenty-four 
or thirty-six hours, after which symptoms caused 
by its presence disappeared. The child was able 
to take the breast and feed and thrive, but the 
father and mother were uneasy about the condi- 
tion of the child. An X-ray picture was taken, 
and an open safety-pin was disclosed in the pyloric 
end of the stomach. The parents declined to 
have an operation done for its removal until un- 
favorable symptoms developed. There were sev- 
eral X-ray pictures taken after this. The child 
did not develop any unfavorable symptoms refer- 
able to the safety-pin. The child was twenty-six 
months old when it passed the pin by the natural 
route. The child was now seven years of age. 

Dr. W. D. Haccarp of Nashville, Tennessee, 
recalled the case of a child, eighteen months old, 
who swallowed a pin, the head of which was as 
large as a cherry-seed. The child developed a 
cough, and the presumption was that the pin had 
lodged in the bronchus. An X-ray picture was 
taken, but threw very Lttle light in regard to the 
site of the foreign body. It appeared to be in a 
bronchus, with head down and to the left. The 
child had not sufficient pulmonary symptom to 
justify him in doing an operation for its removal. 
At the end of ten days another X-ray was taken, 
but the symptoms were so slight that an operation 
was deferred. Some days subsequently, another 
radiograph was taken, but failed to locate the 
pin, and several days later the child passed the 
pin by the natural route. 

Dr. McGutre, in closing the discussion, said 
no hard-and-fast rules could be laid down as to 
whether an cesophagotomy or gastrototomy should 
be done in a given case. Of the wo operations, 
he preferred to do gastrotomy rather than cesopha- 
gotomy. It seemed easier, the after-treatment 
was simpler, and if it was equally applicable, it was 
the method to be adopted. 
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GALL-STONES IN THE Cystic Duct 


Dr. L. H. Dunnine of Indianapolis, Indiana, 
described a method which he had employed in 
one case, which greatly facilitated the pressing 
backward into the gall-bladder of a stone impacted 
in the cystic duct. 

Before describing the method, he considered 
the indications for the employment of cholecystot- 
omy in cases of gall-stones in the gall-bladder and 
cystic duct. 

He said the means successfully employed for 
clearing the cystic duct of a stone or stones were: 
(a) By gentle manipulation by finger pressure, 
forcing the stone backward into the gall-bladder. 
(b) In case one st ne was lodged in the cystic duct, 
in front of a stricture of smaller caliber than the 
transverse diameter of the stone, the stone had 
been crushed and the.fragments forced backward 
and into the gall-bladder; the stone had_ been 
broken by needling and the fragments forced back- 
ward the stricture had been dilated by forceps, 
which were carried through the incision in the 
gall-bladder and through the stricture, separating 
the cavity of the gall-bladder and the duct, and 
then by opening the forceps the stricture had been 
dilated to a size sufficient to enable the stone to 
pass through the stricture into the gall-bladder. 
Sometimes the finger-tip had been made to enter 
the stricture, and by pressure to dilate it to a 
sufficient size to allow the passage of the stone. 
(c) Incision of the cystic duct, delivery of the stone 
through the incision, and finally, stitching the in- 
cision had been practised of late. 

The procedure which he employed in one case 
was a very simple one, and seemed to him feasible. 
The gall-stone in this case was lodged in the cyst ¢ 
duct, in front of a small stricture. After making 
all the effort he deemed prudent to press the stone 
backwards in o the gall-bladder withou success, 
he then unsuccessfully attempted to dilate the 
str:cture with the finger-tip and later with forceps. 
One of his assistants sugges ed that he thought 
he could better dilate with the forceps if the 
stricture could be seen. The walls of the gall- 
bladder were elastic. The liver had been turned 
upwards, so the gall-bladder was near the surface. 
The opening in the gall-bladder through which 
he had been working was enlarged a little, and 
then the stone was steadied and held against the 
stricture by an assistant. The fundus of the gall- 
bladder was pushed forward toward the strictured 
entrance into the cystic duct. He so far succeeded 


as to bring the opening in the wall of the ga 1- 
bladder directly opposite to the strictured opening. 
He then tried to introduce the forceps tips, but 
fa led. 


Picking up a pair of probe-pointed scis- 
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sors curved on the flap, the point was gently worked 
through the fistula and the scissors opened; this 
did not dilate the opening sufficiently, so the edge 
of the fistulous ring was snipped slightly in two 
or three places, when he was able to dilate the 
fistula so as to permit the easy exit of the stone. 
The operation was completed in the usual way. 
A rubber tube was fastened in the ga l-bladder 
and that viscus anchored to the fascia. Before 
he had finished the operation, it was apparent that 
a little bile had flowed into the gall-bladder. Two 
or three ounces of bile were discharged from the 
tube daily. At first it was dark and thick, but 
gradually approached the normal co!or and con- 
sistency. 

The patient made an uneventful recovery, and 
has had but little further pain or soreness in the 
gall-bladder reg on. 

It seemed to the author that the procedure 
adopted in this case might be found of service in 
others. It was not applicable to cases in which 
the gall-bladder could not be brought near the 
surface, or where the gall-bladder was thickened 
by inflammatory deposits. 

In the writer’s experience in operating upon 
93 cases of gall-stones, there were 10 cases of stone 
in the cystic duct requiring considerable effort to 
dislodge them. In two of the cases early in his 
experience, the stones were crushed and portions 
left behind, subsequently giving so much trouble 
that cholecystectomy was finally performed. 


CoMMON-DUCT OBSTRUCTION 


Dr. J. Westey Lone of Greensboro, North 
Carolina, read a paper with this title, and said, 
as compared with gall-stones in the gall-bladder, 
this condition was many times more serious. He 
quoted the as yet unpublished stat'stics of the 
Mayo clinic, where there have been more gall-stone 
operations done than in any other clinie in the 
world, showing that in simple gall-stones in the 
gall-bladder, the mortality of operation was less 
than one half of one per cent, while the mortality 
from operations for common-duct obstruction 
ranged from 11.9 per cent in benign cases to 40 
per cent in malignant cases. These facts were 
brought out to emphasize the prophylact’c value 
of operating while thestones were yet in the bladder. 

Touching the etiology of common-duct ob- 
struction, he took the position that practically all 
cases were due either to s ones or to malignant 
growths which themselves were caused by the 
irritating presence of stones. Gall-stones might 
exist in the gal -bladder for a long while without 
producing symptoms, but once in the common 
duct, they not only produce pronounced symptoms, 
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but many serious complications arose. The mor- 
tality in these cases was due to the complications, 
the cholemia, infection (contiguous), inflammation, 
and exhaustion due to hemorrhage at operation. 
He emphasized the fact that common-duct ob- 
struction should be treated only by surgical meas- 
ures. After the removal of the obstruction, the 
first consideration was drainage, since it was 
imperative to overcome the infection, and second, 
that no operation should be deemed finished until 
the patency of the opening into the duodenum 
was assured. 

Attention was called to the importance of not 
removing the gall-bladder in the operation of 
choledochotomy, since stones occasionally re- 
formed in the common duct, and in these cases 
the gall-bladder served for drainage. 

A number of cases of operation for common- 
duct obstruction occurring in the hands of Dr. 
Long were reported, showing the profound dis- 
turbance caused by the stones, and the great 
relief afforded by their removal. In one case it 
was noted that the stones had ulcerated through 
the side of the gall-bladder and into the common 
duct, an exceedingly rare occurrence. 


GANGRENE OF THE GALL-BLADDER— RUPTURE 
OF THE Common Duct — A NEw SIGN 


Dr. JoserpH Ransonorr of Cincinnati, Ohio, 
reported a case of gangrene of the gall-bladder 
in a male patient, aged 21. Three days before 
admission to the Jewish Hospital, June 25, 1905, 
patient was taken with a very violent pain in the 
lower part of the abdomen. He attributed it to 
a free indulgence in beer, which he vomited after 
ingesting it. Four hours after the beginning of 
the symptoms, the physician who was summoned 
administered morphia hypodermatically for he 
relief of the pain, which had become intolerable. 
Ice-bags were ordered, and applied continuously. 
Although the starvation treatment had been rigidly 
carried out, the vomiting continued at frequent 
intervals, except when the patient was under the 
influence of morphia. The diagnosis of appendi- 
citis had been made, and operation advised within 
twenty-four hours of the beginning of the attack. 
The bowe s were moved by enemata. 

On admission, the patient’s temperature was 
100° + ; pulse fluctuated between 100 and 120. The 
patient had a very anxious facial expression, and 
vomited frequently large quantities of bile-tinged 
fluid. The tongue was dry and heavily coated. 
The abdomen was very much distended, with 
marked muscular rigidity on the right side. Per- 
cussion showed excessive tympany, which had 
pushed the liver dullness upward. Although the 
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entire right side of the abdomen was tender to 
the touch, the tenderness seemed most acute in 
the lower quadrant and in the loin. The blood- 
count showed a leucocytosis, 31,600 whites. 

A diagnosis of acute appendicitis with gangrene 
was made. Immediate operation, with incision 
through right rectus. When the peritoneum was 
opened, a considerable quantity of turbid serum 
escaped. The coils of distended and congested 
intestine presented in the wound covered in many 
places with flakes of whitish lymph. They were 
held aside with considerable difficulty. The ap- 
pendix was readily brought into view and removed. 
While it presented evidence of inflammation like 
the coils of intestine about, there were no adhe- 
sions and no sign of perforation. It seemed evi- 
dent that it was not the source of the peritonitis. 
The incision was therefore elongated for better 
exploration. There was easily revealed a tensely 
distended gall-bladder of a uniform color, that 
was almost black and without any luster. This 
appearance of the gall-bladder could be seen 
through the large wound to extend to the very 
neck. The examination was made easy by the 
absence of adhesions, either recent or old. Before 
determining to open the gall-bladder, the common 
duct was carefully palpated for a stone or other 
tang ble cause of obstruction, but none was found. 
After carefully protecting the intestine with aprons, 
the gall-bladder was incised and about ten ounces 
of ropy viscid bile mixed with blood-clots were 
removed. There was no pus. The vesical con- 
tents were free from odor, and a number of cultures 
on agar-agar and blood serum were made. All 
remained sterile. Most careful exploration of 
the gall-bladder failed to reveal either a stone or 
biliary sand. The operation was completed as 
an ordinary cystotomy, with the exception that 
enough gauze packing was inserted about the gall- 
bladder to protect the general peritoneum from 
a new infection from the sloughing process, which 
was sure to ensue. After thorough toilet of the 
abdomen, the lower part of the wound was closed 
by lay sutures. 

The operation left the patient wth a pulse of 
150. Nevertheless, recovery was rather rapid. 


RUPTURE OF THE Common Duct, WITH AN 
UNuSsUAL SIGN 


After detailing this case, which was operated 
upon, the operation being followed by an unevent- 
ful recovery, Dr. Ransohoff called attention to a 
sign which was adverted to in the case of ruptured 
duct before the incision was made, and one to 
which he believed attention had never before been 
It was a local zed jaundice of the um- 
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bilicus. Although a singe case was not usually 
sufficient to warrant the assumption that some- 
thing new had been observed, this feature was 
so marked that he could not refrain from thinking 
and believing that further observation would give 
to this localized jaundice some value as a sign of 
free bile in the peritoneal cavity. In the case 
presented, this feature gained in interest, as the 
staining of the subperitoneal fat with bile was 
observed in the incision through the abdominal 
wall. The jaundice was doubtless purely the 
result of imbibition. It made itself manifest first 
in the integument of the navel, because this part 
was thinner than the rest of the abdominal wall. 

Total gangrene of the gall-bladder had, to his 
knowledge, not been observed, except in the case 
presented, as an affection independent of gall- 
stones. Total gangrene of the gall-bladder was 
a rare condition. He was inclined to believe that 
by reason of the vomiting in his case there was 
a tw’st in the neck of the gall-bladder which in- 
volved the patulousness of both the cystic duct 
and artery. 


DISCUSSION 


These three papers were discussed jointly. 

Dr. Cartes H. Mayo said that the fact that 
the mortality following operations for gall-stones 
and gall-stone conditions, when confined strictly 
to the gall-bladder, was less than one and a half 
per cent meant that it was almost an accident to 
lose more than one patient in one hundred or 
two hundred. When there was such a low mor- 
tality following operation on uncomplicated gall- 
bladder cases, it was a mistake to allow patients 
with gal -bladder trouble to go on until sepsis and 
other comp ications developed. Many of the 
patents who developed complications from delayed 
operations could have been saved if diagnosis had 
been made earlier and timely operation resorted 
to. When we considered that the mortality of 
primary cancer of the liver varied from go to 98 
per cent by different observers as a cause of chronic 
irritation, and when from 3 to 4 per cent of the 
cases that came to operation showed primary 
cancer of the bile tracts, and that gall-stones were 
found at the point where carcinoma originated, 
he said a plain statement of these facts should be 
laid before the suffer’‘ng patients, which would 
‘ead patients to undergo operations much earlier 
than formerly. It would apprise them of the 
dangers of delay, andt\would throw the responsi- 
bility upon them. 

As to the removal of the gall-bladder, if a cystic 
gall-bladder was found, which had been evidently 
out of commission for many months, it should be 
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taken out. There might not have been jaundice 
at any period. By removing the gall-bladder 
from the bottom up, taking out the stones, it made 
a comparatively safe and simple operation. The 
greater the infection in these cases, the more care- 
fully the operation must be done, as in cases of 
appendicitis attended with infection. The surgeon, 
however, should understand his limitation in this 
regard, as the limitation of one surgeon might be 
different from that of another. Each surgeon 
must learn this limitation for himself. 

Dr. J. GARLAND SHERRILL of Louisville, Ken- 
tucky, questioned the wisdom of following the 
advice of Dr. Dunning in dilating a stric ured 
cystic duct with an instrument. He doubted very 
much whether one could get the proper dilatation, 
one that would not contract again and leave the 
duct sacculated, thus favoring the production of 
gall-stones as well as the development of malignant 
disease. If one should cut a stricture, he was 
liable to get another one at that point. He be- 
lieved in cases of that kind, where there was a 
badly strictured duct, that it was wiser to remove 
it with the gall-bladder than it was to leave it 
and run the risk of getting a new formation of 
stone, and later on the development of malignant 
disease. 

He thought we were beginning to realize that 
malignant disease occurs more frequently as a 
result of gall-stones than we had been formerly 
led to think. He removed a large gall-bladder 
this morning which contained a number of stones, 
the smallest running down in the cystic duct. 
There was no bile, but some blood and broken- 
down tissue, apparently cancerous. This can- 
cerous condition involved a portion of the liver, 
necessitating the removal of some of the liver 
tissue along with he gall-bladder. 

He had encountered several cases in which 
there was evidence of primary carcinoma, due 
to the gall-stone itself, and he believed surgeons 
were seeing such cases more frequently than for- 
merly. When there was a strictured gall-duct, 
closely fiting around a stone, which would not 
respond when pressed in front, and forced bile 
down, but required instrumenta! dilatation and 
section w th scissors, it was bad practice to leave 
It in. 

Dr. GEorRGE W. CRILE of Cleveland, Ohio, said 
one element of danger in cholecystectomy was that 
in certain cases in which the liver comes out over 
the gall-bladder a troublesome hemorrhage oc- 
curred during the process of removal of the gall- 
bladder. He had seen some advantage recently 


in making a combined operation, and that an 
advantage in removing the mucous membrane 
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was to avoid opening up of liver surface on account 
of hemorrhage that might follow, and, later, in- 
fection. 

Dr. CHARLES A. L. REED of Cincinnati, Ohio, 
thought the case reported by Dr. Ransohoff, of 
gangrene of the gall-bladder, was one which called 
for an immediate cholecystectomy, but in the light 
of the sequele such a criticism was silenced. 

Dr. Reed mentioned a case which he saw in 
consultation with a colleague. The patient gave 
a history of gall-stone colic extending over twenty 
years. The man was suddenly taken with pain 
in the right upper quadrant of the abdomen. 
There was no temperature reaction; there was 
no particular acceleration of the pulse, but there 
was gradually increasing abdominal distention, 
and after a while the pain shifted to the lower 
right quadrant of the abdomen. When he was 
called in the case, one of the diagnostic points 
considered was the relative probability of appendi- 
citis or gall-bladder involvement. They voted 
in favor of gall-bladder trouble and operated. 
They found large quantities of free bile in the 
peritoneal cavity. The gall-bladder was distinctly 


hypertrophied, had a very thick wall, and the 
character of the perforation was almost as dis- 
tinct as the perforation of a peptic ulcer—as if 
punched out — and probably had .n the tract of 
ulceration a small calculus which they did not 
find. The man made an uninterrupted recovery, and 


so far as the innocuousness of bile in the free 
peritoneal cavity was concerned, it seemed to have 
been exemplified in that particular case. 

Dr. CHARLES L. BONIFIELD of Cincinnati, Ohio, 
spoke briefly of a case he saw six months ago. 
The patient was a Sister of Charity. A diagnosis 
of gall-stones was made by Dr. Ricketts before 
he saw the patient. She was removed eight or 
ten miles to a hospital. Her abdomen was dis- 
tended, pulse rapid, and she had every symptom 
of acute infection of the gall-bladder. He made 
the usual incision over the gall-bladder, and, much 
to his surprise, in opening the peritoneal cavity 
a very large quantity of fluid, which appeared to 
be pus stained with bile, escaped. He thought 
at once he had a perforation of the gall-bladder 
to deal with, but on further exploration he could 
find no perforation in the gall-bladder or its ducts. 
There was a stone the size of a pigeon’s egg found, 
the small end of which was incarcerated in the 
cystic duct, the other end projecting into the gall- 
bladder. He then thought he had overlooked the 
seat of a purulent peritonitis. He enlarged the 
incision, examined the appendix, and found it 
normal. He then explored the pelvis for the cause 
of the purulent condition, and found a small ova- 
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rian- cyst, which was non-inflammatory. He re- 
moved that, and also removed the gall-stone from 
the duct, did an ordinary cholecystotomy, and 
drained the peritoneal cavity, after first flushing 
it out with salt water, sewed up the wound, but 
on account of sepsis the wound showed absolutely 
no tendency to heal by first intention. The pa- 
tient finally made a slow but satisfactory recovery. 

Dr. W. D. Haccarn of Nashville, Tennessee, 
in referring to cases of cystic-duct obstruction 
causing hydrops, said he had-been able to remove 
a stone in two or three instances, where the gall- 
bladder was quite large, by simply turning the 
stone, bringing it up onto the surface, and ex- 
pelling it after the manner one would reduce a 
phimosis, where it was impossible to do so with 
forceps. Cases of hydrops of the gall-bladder 
should really be treated by cholecystectomy. In 
two of the cases there was clear fluid, but in the 
other case there was a seropurulent fluid. All 
of the patients recovered without fistulz. 

Dr. DUNNING, in closing the discussion on his 
part, reported a case of gangrene of the gall-bladder 
in a woman 35 years of age, who gave an indefinite 
history of gall-bladder trouble for about six weeks. 
He found her in the country, and had her taken 
to the hospital. She was septic at the time he 
saw her. He doubted the advisability of an 
operation, fearing she would die. There was no 
history of gall-stone colic. There had been a 
slight jaundice. On opening the abdomen, he 
found a large gangrenous gall-bladder, containing 
considerable bile. The gangrene was marked; 
the gall-bladder was dark; the tissue was friable; 
the adjacent part of the liver was involved in the 
gangrene. He did a cholecystectomy, and _re- 
moved a portion of the liver, which was gangrenous, 
with curette first, then trimmed off the edges 
with scissors, and finally stitched them to some 
extent to prevent hemorrhage. 

Dr. Lone, in closing the discussion on his part, 
likewise reported a case of gangrene of the gall- 
bladder, but in his case there was a large stone 
in the cystic duct. There were so many adhesions 
around the gall-bladder, and the condition of the 
patient was so extreme, he felt, instead of re- 
moving the gall-bladder, it was better to drain. 
The gall-bladder tissue was pulpy, so that he 
could easily have pinched through the gall-bladder 
at any point. He drained it inside and out. On 
the removal of the first dressing the entire lining 
of the gall-bladder seemed to have sloughed out. 
The patient made an excellent recovery. 

Dr. RANsoHOFF, in closing the discussion, said 
that if one should find four or five large gall-stones 
by the side of a number of small ones, the proba- 
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bility was that two infections had occurred in 
the case. Every time the gall-bladder was in- 
fected there was a possibility given for the occur- 
rence of gall-stones. He did not think gall- 
bladders were often infected, and therefore if 
the surgeon removed all the stones at the first 
operation, there was not much likelihood of re- 
currence even if the gall-bladder was left. In 
many cases where recurrence of gall-stones had 
supposedly taken place, there was no recurrence, 
but some gall-stones had been left at the time of 
the first operation. 

Dr. J. Westry Bover of Washington, D. C., 
read a paper entitled 


EXPERIENCE WITH DOWNES’S ELECTROTHERMIC 
ANGIOTRIBE IN PELVIC AND ABDOMINAL SUR- 
GERY 


The author had employed these angiotribes in 
203 abdominal and 27 vaginal operations. These 
230 operations had been hysterectomies and pan- 
hysterectomies, and the removal of the appendages 
by the vaginal route, removal of the same struc- 
tures by the abdominal route, removal of the 
vermiform appendix, the spleen, the kidney, of 
parovarian cyst, of portions of the intestines, etc. 

The instruments were described in detail, also 
the technique of application. 

In these 230 cases he had had 2 of hemorrhage 
subsequent to operation. He could not believe 
the method of hemostasis employed was respon- 
sible in either instance. In the first, abdominal 
panhysterectomy was done for a severe suppura- 
tive inflammation of the appendages in a very 
feeble and emaciated woman. Three weeks later, 
after being allowed to walk about for two days, 
she was seized with hemorrhage from the bowels, 
stomach, and vagina. A mass was found in the 
pelvis; her temperature became elevated, as did 
also the pulse. The hemorrhage continued at 
intervals for two weeks without improvement, 
and then the abdomen was reopened without any 
form of anesthesia, even local anesthesia being 
refused by the patient. A large amount of blood 
coagula was removed from the peritoneal cavity, 
vaginoabdominal through-and- through rubber- 
tube drainage installed, and thorough irrigation 
of the peritoneal cavity with salt solution was 
done after separation of multiform adhesions. 
Later, feces and urine escaped by both ends of 
the drainage tracts. Persistent irrigation and 
feeding cured her malady, and she was a robust 
woman to-day. 

In another, wo weeks after vaginal hysterec- 
tomy for fibromata, the patient had a_ sharp 
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vaginal hemorrhage after walking a little more 
than on previous days. An examination with a 
Sims speculum revealed a malodorous discharge 
from the left lateral fornix of the roof of the vagina. 
The temperature was elevated one degree. Daily 
irrigation for a week ended the trouble. In both 
cases the author was confident latent mild infec- 
tion was responsible for the hemorrhage. 

In no other instance had hemorrhage occurred, 
and he had the simplest and most perfect faith 
in the hemostatic properties of the instrument. 

The advantages of the electrothermic angio- 
tribe of Downes in pelvic and abdominal surgery 
seemed to be a more reliable hemostasis than by 
ligation; freedom from hemorrhage during opera- 
tion; the ease of its appjicat’on in locations in 
which the use of ligatures would be very difficult 
and uncertain; the greater security against dissemi- 
nation in radical operations for malignant disease; 
the ability to s erilize unclean areas before sutur- 
ing, as in intestinal and appendiceal surgery; 
lessening of the tendency to the formation of post- 
operative adhesions; the ‘ncreased speed in opera- 
tions, such as removal of the uterus, the appendages, 
or the vermiform appendix, and the greatly lessened 
amount of pain following operation. 

The disadvantages were the danger of acci- 
dental injury of the bladder, rectum, and ureter; 
the necessity of great precision in its employment; 
and the special care necessary to keep the para- 


phernalia in good working condition. 


DISCUSSION 


Dr. ANDREW J. Downes of Philadelphia, in 
speaking of his instruments, said that for four 
years he had not used a ligature except in the case 
of a woman who was moribund from extrauterine 
pregnancy. He had performed intestinal anas- 
tomoses and gastroenterostomies with the instru- 
ments; others had removed gall-b adders, kidneys, 
etc., w th their aid. Personally, he had done four 
hundred or five hundred hysterectomies with 
them, while others had performed sixty or 
seventy hysterectomies to his knowledge. 

He did not think the hemorrhage in the two 
cases reported by Dr. Bovee could be attributed 
to the use of ‘he method. 

Dr. CHARLES P. Nose of Philadelphia had 
used the Downes ‘nstruments a number of times, 
but more particularly in cases of removal of the 
uterus for cancer, and said they were a great 
advance in doing this operation. They possessed 
a number of advantages over the ligature. The 
chief advantage of the clamps over the ligature 
was, that after the uterine arteries were tied on 
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each side, when one came down to the vaginal 
plexus, which was the most troublesome part of 
the operation when us:ng a ligature, the veins 
were apt to leak and flood the field, requiring a 
number of ligatures to secure hemostasis around 
the cut vagina. If these instruments were used, 
the field would be perfectly dry. There was no 
troub'e {rom hemorrhage. 

From the standpoint of recurrence of cancer, 
the instruments had not been used long enough 
to give figures as to results; but one could believe 
from the work of Byrne that much better results 
could be obtained with these instruments than 
with the ligature. 

Dr. Howarp A. KELLY of Baltimore saw Keith 
of Edinburgh, in 1887, remove an ovarian tumor 
with Skene’s instruments, but said those instru- 
ments were not satisfactory, and when Dr. Downes 
brought out his instruments he procured a set of 
them, and had found them satisfactory, with the 
exception that he had not been able as yet to 
install a satisfactory plant in the Johns Hopkins 
Hospital for their use. 

While the Downes instruments were practical 
and useful in surgical work, he thought if surgeons 
would exercise more care as to the character of 
the ligatures they used daily, it would limit the 
use of the Downes method of instrumentation. 
He referred to the importance of using fine silk 
ligatures, which controlled the bleeding from 


large vessels, and which were practically innoc- 
uous. 


AN OPERATION FOR LARGE RECTOCELE 


Dr. GEoRGE H Noste of Atlanta, Georgia, 
described the technique of an operation for large 
rectocele. Small rectocele, he said, could be re- 
lieved by ordinary perineal operations. In large 
rectocele, however, not infrequently there was 
more or less tediousness, loss of blood in the den- 
udation, and there were certain objections to 
puckering the overstretched and distended tissues 
together and forcing them into the rectum. Fur- 
ther, there were unsatisfactory results from in- 
fecting the strong and resisting rectovaginal septum. 
Large rectoce e sometimestbecame troublesome to 
handle in the usual way, occasionally prolonging 
the operation unnecessarily. 

This operation was presented for the purpose 
of overcoming those objections. In the technique 
it would be observed that the rectocele was ac- 
tually resected, and that the strong or normal 
rectovaginal septum above the weak occluding 
point was drawn down to the level of the levator 
ani muscle and securely anchored. 


The steps of the procedure as described were: 

1. Thorough dilatation of the anus and re 
cleansing of the rectum. 

2. Denudation of a wide collar, as it were, the 
ring around the neck of the rectocele, beginning 
high up in the vagina and extending near to tho 
promonotory of the rectocele. It is unnecessary 
to remove the mucosa over the ‘ast point men 
tioned, as it is cut away in the resection. By 
proceeding with the denudation from within out 
ward, the veins of the rectovaginal septum are 
cut through at the high point and secured with 
compression-forceps, and the necessity of repeat 
edly cutting the same vessels in the process, as in 
repairing a wound, is avoided. 

3. Two fingers are placed upon the promon- 
tory of the rectocele, carried into the vagina and 
out through the anus, forcing the rectocele ahead 
of them, and in this way completely everting it 
through the anus. It is seized with a pair of 
forceps at the point where it protrudes, and is 
gradually drawn down step by step until all lax 
portions have been secured and a feeling of tense- 
ness is felt. If, in drawing the anterior rectal wall 
down, the normal parts of the rectum do not come 
as low as the levator ani, the rectum should be 
liberated by dissecting it from the vagina, which 
will permit of further descent, and allow all of 
the overstretched tissues to project beyond the 
anus. 

4. A light pair of compression-forceps is then 
placed upon the neck of the rectocele, which is 
external to the anus, for the purpose of holding 
it in position. 

5. Two sutures, preferably medium-sized kan- 
garoo tendon, are passed through the unruptered 
portion of the perineum close to the sphincter ani 
muscle, after the manner Emmet inserts his tension 
sutures in perineorrhaphy. These two sutures, 
in passing across from side to side, should take up 
the prolapsed portion of the anterior wall of the 
rectum. When tied, they closely approximate, 
and anchor sound or healthy rectum to the levator 
ani muscle and rectal vessels in the deep pelvic 
fascia. 

6. The vaginal side of the wound is completed 
by doing a perineorrhaphy. 

7. The protruding rectocele is amputated about 
three quarters to an inch external to the clamp, 
and its edges closely sutured with continuous suture 
of catgut. The case should be treated then as an 
ordinary perineorrhaphy, except a wet soft dress- 
ing is placed over the protruding stump. The 
stump retracts within the anus in a week’s time 
and takes care of itself. 
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The author reported five cases in which he did 
this operation with very satisfactory results. 


STARVATION AND LockED BOWELS FOR FROM 
TEN Days to Two WEEKS 

This paper, by Dr. Howarp A. KELLY, appears 
in the present number of SURGERY, GYNECOLOGY 
AND OBSTETRICS. 

DISCUSSION 

Dr. Henry T. Byrorp of Chicago said that 
he had kept some patients on several ounces of 
albumen a day when he thought it was good for 
them to lose flesh, but there was objection to 
prescribing this diet for such a long time unless 
it was necessary. Albumen was only one kind of 
food, and the system could not thrive on it. Many 
of these patients were debilitated, and putting 
them on a semistarvation diet was objectionable. 

Dr. GrEorGE H. Nosie of Atlanta, Georgia, 
said it was his custom to lock the bowels in cases of 
complete laceration for five to six days, and in cases 
ot incomplete laceration for four days, acting upon 
the principle that in that time, if there was no in- 
fection, union would be sufficiently strong to per- 
mit evacuation of the bowel by the aid of an enema. 
Patients were confined to a fluid diet, albumen 
mainly, buttermilk, and certain liquid peptonoids, 
excluding sweet milk. Along this line he had 
found that usually five or six days was quite satis- 
factory. If there was any difficulty in evacuating 
the bowels, the enema was repeated. 

Dr. CHARLES P. NOBLE stated that, so far as 
the diet and locking up the bowels were concerned, 
some years ago he did the ninth operation on a 
woman. She had already had the eighth sphincter 
operation. As a result of the eight operations 
there was a great deal of scar tissue present. In 
that case he adopted the conservative plan of 
locking up the bowels for twelve days. The 
woman received coffee, alcohol, peptones, etc., 
but egg albumen was the principal part of the 
diet. Milk was avoided. He obtained a good re- 
sult in this case, and in fact was so pleased with 
it after eight failures that he tried the lock-up- 
starvation plan systematically for a while, but the 
fourth or fifth patient so nearly died from the plan 
that he abandoned it. The patient got a violent 
acute autointoxication, and almost died from pros- 
tration. She had a violent diarrhoea. The pulse 
was almost uncountable; it took active stimula- 
tion and hypodermoclysis to keep her from dying 
from autointoxication. It was now his practice 
to have the patient’s bowels move on the third day 
after operation, and every two days for a week, then 
every day, and the best results he could claim for 
this method were nineteen cures out of twenty cases. 
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Dr. O. H. ErBrecut of St. Louis, Missouri, 
detailed a case in which he thought it wise to lock 
up the patient’s bowels for eighteen days. The 
woman ran a temperature, so that he felt com- 
pelled to do so. She hadhad two unsuccessful peri- 
neorrhaphies performed on her; there was a great 
deal of scar tissue at the sites of the former opera- 
tions, rendering dissection difficult, and he felt 
success in the case would, depend very largely upon 
locking up the bowels, because there was very 
little healthy tissue to heal. He informed the 
patient of what he intended to do, and she agreed 
to it. She was given orangeade, whisky, etc. On 
the eighteenth day, the woman having a tempera- 
ture of 101°, the bowels were moved, but up to 
that time there was no impulse or inclination to 
move them, and she did not feel the slightest dis- 
comfort. The only indications for locking up the 
bowels so long in this case were the previous un- 
successful perineorrhaphies. He did not think 
one was justified in locking up the bowels so long 
in ordinary perineorrhaphy. 

Dr. CHARLES L. BONIFIELD of Cincinnati, Ohio, 
said, with reference to the starvation diet, that 
he had never carried it to the extreme Dr. Kelly 
had advised. It was his rule to move the bowels 
after perineorrhaphies, etc., on the fourth or fifth 
day, restricting the diet up to that time. The 
best means he had found for securing liquid 
movement of the bowels was to give an injection 
of oil to start with, or to begin with calomel. He 
thought calomel, when given, had more to do with 
dissolving scybalous masses than any salts or any- 
thing of that sort one could give. If a patient 
took one quarter-grain of calomel every half-hour 
for six hours, or small doses of salts, it would give 
rise to fluid movements of the bowel, especially 
if oil was injected half an hour before one expected 
the bowels to move. 

Dr. Guy Leroy HUuNNER of Baltimore said 
that Dr. Kelly’s associates at the Johns Hopkins 
Hospital, and after they left the hospital, ordi- 
narily followed the usual plan of moving the 
bowels of patients on the third or fourth day after 
these operations. This was his custom, and he 
saw no reason to vary it. 

He had had one failure from a repair operation, 
but could not ascribe it to the fact that the pa- 
tient’s bowels were moved too early. 

Dr. KELLy, in closing the discussion, said he 
wanted to bring out the interesting fact that the 
class of patients under discussion could be fed on 
such a limited quantity of diet, and it produced 
so little ash in the bowel, and the bowels would 
move so readily afterwards, he thought that the 
method might have a wider range of application 
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than in the two cases in which he had used it. 
He suggested that by taking patients who had 
been living very irregularly at home, who had 
disturbed nervous systems, disturbed nutrition, 
and restricting their diet in this way after opera- 
tions, they might be able to strike a better balance 
than they had before, and they could possibly be 
built up better after operations. 


THE SURGICAL TREATMENT OF CANCER OF THE 
HEAD AND NECK 


Dr. GEORGE W. CrItE of Cleveland, Ohio, 
read a paper on this subject, in which he presented 
a summary of 128 operations performed upon 110 
cases. 

His general conclusions were, that, since the 
head and neck present an exposed field, cancer 
here, unlike that of the stomach, the intestines, or 
even the breast, may be recognized at its very 
beginning; that every case is at some time curable 
by complete excision; that the field of regional 
metastasis is exceptionally accessible; that cancer 
rarely penetrates beyond the extraordinary lym- 
phatic collar of the neck; that the growth tends 
to remain here localized, and that by freely util- 
izing all the modern resources of surgery, and that 
by applying the same comprehensive block dis- 
section as in the radical operation for breast cancer, 
the final outcome in the surgical treatment of can- 
cer of the head and neck would be not only as 
good as but even better than that of almost any 
other portion of the body. 


LATE RESULTS IN THE TREATMENT OF INOPERA- 
BLE SARCOMA WITH THE MIXED TOXINS OF 
ERYSIPELAS AND BACILLUS PRODIGIOSUS 
Dr. W. B. CoLrty of New York gave a brief 

history of the development of the method, stating 

that he had used the mixed toxins of erysipelas 
and bacillus prodig osus since 1892. The method 
is based upon his earlier experience in the treat- 
ment of a series of 10 cases of inoperable sarcoma 
and carcinoma by inoculations of the cultures of 
the streptococcus of erysipelas. (American Jour- 
nal of the Medical Sciences, 1893.) The experience 
with these earlier cases treated by inoculation 
showed that it was extremely difficult to produce 
erysipelas at will; furthermore, that the curative 
properties of erysipelas were derived, in a measure 
at least, from the toxins of the streptococcus, 
which, he then concluded, might be utilized with- 
out producing an actual attack of erysipelas; and 
thirdly, emphasized the dangers of inoculation by 
two fatal cases. The first preparation of the 
toxins used was simply bouillon cultures of ery- 
sipelas rendered sterile by heating sufficiently to 
destroy the germ (58° C). This preparation proved 
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relatively weak, and to increase its strength, the 
writer made use of the ideas suggested by Roget; 
namely, the growing of bacillus prodigiosus along 
w:th the streptococcus of erysipelas. Experiments 
upon animals had showed this addition to intensify 
the virulence of the streptococcus of erysipelas. 
The earlier cultures were obtained from a fatal 
case of erysipelas. The toxins at first were filtered, 
but later the unfiltered toxins were found to be 
much stronger and apparently had a much greater 
effect upon the tumors. The earlier toxins were 
prepared by Dr. Alexander Lambert. Those used 
since 1893 were prepared by Dr. B. H. Buxton 
of the Loomis Laboratory, and more recently by 
Parke, Davis, & Co. The injections were made 
into the tumor itself, whenever possible; in cases 
in which the latter was in inaccessible regions, e. ¢., 
abdomen, they were made in the abdominal wall 
or thighs. Ina large number of cases in the hands 
of the writer, as well as those treated by other men, 
such growths disappeared and the patients  re- 
mained well, when treated entirely by injections 
remote from the tumor, proving the action of the 
toxins to be systemic as well’ as local. In some 
cases the tumors disappeared by absorption with 
out breaking down; other cases, especially those 
of high vascularity, underwent such rapid degen 
eration as to cause breaking down and sloughing. 


TECHNIQUE OF ADMINISTRATION 


The author advised always beginning with 
minimum dose, not more than '; to '% mm., 
diluted with sterile water, the dose to be gradually 
increased up to a point of obtaining a reactionary 
temperature of t02—-104°; the injections to be given 
daily if the patient’s condition warrants it. In 
the successful cases, improvement is usually noted 
within a few days, and almost always before the 
end of 2-3 weeks. The treatment is attended with 
practically no risk, under proper precautions, and 
in a few cases has been continued with intervals 
for several years, with apparently no ill effects 
upon the general health. The writer had had no 
deaths from the toxins in ten. Up to the present 
time, the speaker stated, he had advocated the 
treatment practically only in cases of inoperable 
sarcoma, but in view of the experience thus far 
gained from his own cases, as well as the successful 
cases in the hands of other surgeons, he believed 
it wise to use the injections in all cases after pri- 
mary operation for sarcoma, as a_ prophylactic 
against recurrence. In these cases, however, the 
dose should be much smaller, just sufficient to 
produce a very slight reaction, and the treatment 
should be continued for 2-3 months. He also 
believed it wise, in practically all cases of sarcoma 
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of the extremities, to give the patient the benefit 
of a trial with the miked toxins before sacrificing 
the limb by amputation. This opinion was 
based upon 12 cases of sarcoma of the extremities, 
in which the treatment had been so tried, with 
the result that the tumor disappeared and in 8 of 
the 12 cases the patients were alive and well from 
3-6 vears afterwards; 2 were well at the time of 
the last observation, at the end of one year; the 
other two were recent cases; 3 of these 12 cases 
were personal cases; 8 of them were of the round- 
celled variety, 2 spindle-celled, and in 2 no micro- 
scopic examination was made, although amputa- 
tion had been advised by prominent surgeons; 
5 were sarcoma of the tibia; 1 of the fibula; 2 of 
the femur; 1 of the forearm; 1 of the humerus; 
1 of the thigh, involving the periosteum; 1 of the 
calf of the leg. 


FINAL RESULTS OF PERSONAL CASES 

Of 34 cases which may be fairly classed as 
successful, in that the tumor disappeared under 
the injections with the mixed toxins, the type of 
the neoplasm was as follows: 

12 were round-celled; 

16 were spindle-celled ; 

2 were mixed-celled; 

1 was epithelioma; and in 

3 no microscopical examination was made, but 
the clinical appearance, together with a history of 
recurrence, left practically no room for doubt as 
to the diagnosis. 

The results in these cases thus far have been 
as follows: 

4 were well less than a year; 
3 were well from 1-2 years; 
3 were well from 2-3 years; 
3 were well from 3-5 years; 

23 were well from 5-13 years. 

In 5 cases a recurrence took place, and finally 
proved fatal; in one of these recurrent cases the 
patient had remained well for 8 years; in one, 
3} vears; in one, 24 years; in one, 7 months; 
in one, 6 months. 

These five cases of recurrence, the author argued, 
were important, in that they furnished absolute 
proof of the correctness of the diagnosis, and 
refuted the statements formerly often made in 
regard to the successful cases; i.e., that there must 
have been an error in the diagnosis. 


FINAL RESULTS OF THE TREATMENT OF INOPERA- 
BLE SARCOMA WITH THE MIXED TOXINS IN THE 
HANDS OF OTHER SURGEONS 
The writer stated that he had been able to 

collect 56 cases of complete or partial success 

obtained by other men, of which 
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17 were round-celled sarcoma; 
14 spindle-celled ; 

2 mixed-celled; 

3 endothelioma ; 

2 epithelioma; and in 

18 no microscopical examination was made or 
it was not recorded, but in all of these cases the 
clinical diagnosis was confirmed by a number of 
surgeons, and the patients were considered hope- 
less from an operative standpoint. The results 
in these cases were as follows: 

13 were observed less than one year. 

In 6, the tumor disappeared, and the patient 
remained well from 1-2 years. 

In 9, the tumor disappeared, and the patient 
remained well from 2-3 years. 

In 12, the tumor disappeared, and the patient 
remained well from 3-5 years. 

In 9, the tumor disappeared, and the patient 
remained well from 5-11 years. 

In 5 cases recurrence took place 6 months to 
2 years later. 

Two died during the treatment—one of pyemia, 
due to staphylococcus infection; the other of septic 
absorption, the tumor being a large intra-ab- 
dominal sarcoma which had completely degen- 
erated. 


WANDERING OR ABERRANT RETROPERITONEAL 
Tumors OF UTERINE ORIGIN 


Dr. I. S. Stone of Washington, D. C., stated 
that these tumors must reach the space behind 
the peritoneum by way of the broad ligament. 
This route was the only one open, and was neces- 
sarily followed by every fibroid which escaped 
into any part of the retroperitoneal space, however 
remote. After a fibroid became well separated 
from the uterus, it usually remained in the broad 
ligament indefinitely, and would always do so 
unless other tumors developed in the uterus and 
were forced to follow directly in the same channel 
as the one preceding. It would be observed that 
single tumors were generally found in the broad 
ligament, and the development of others must 
occur before we could have the variety we were 
studying. Many subperitoneal fibroids were seen, 
and few indeed have been seen where the tumor 
had lost all connection with the uterus. Such 
growths could not become parasitic and receive 
their nutrition from some other source, as do the 
intraperitoneal wandering or parasitic variety. 
He had no experience with a single wandering 
tumor behind the peritoneum which had entirely 
lost its uterine connections, and believed such 
development an impossibility, for the reason men- 
tioned above, that a vis a tergo must exist. The 
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movement of these tumors was therefore directly 
opposite to that of the intraperitoneal variety, 
for the latter must have either movable organs 
to assist in their progress, or else traction—a re- 
sult of adhesive contact — must aid in the lifting 
or elevation of them upward in the abdominal cavity. 

Dr. Stone reported two cases illustrating the 
variety he described in his paper. Both of these 
had grown to very large proportions. In the first, 
the largest tumor was very high in the abdomen, 
and was entirely separate from all former uterine 
connection, including its blood-supply. The pres- 
ence of a large wedge-shaped middle portion 
was sufficient proof of the mode of development. 
It had forced other growths both upwards and 
downwards, acting as a wedge between the two. 

In the second case the central portion of the 
specimen was made up of many small tumors, 
which had appeared to force the larger growths in 
opposite direstions, as in the first case. The lar- 
gest growth was highest, except by a small amount 
of connective tissue and its anterior peritoneal 
cover. The pelvic tumors in both of these cases 
were firmly impacted, and in the second case it 
was impossible to release the specimen without 
injury to deep and unseen vessels, which resulted 
in fatal hemorrhage. 

The first case made a fairly satisfactory recovery, 
and patient was now able to attend to her duties 
as housekeeper. 


DISCUSSION 


Dr. CHARLES P. NOBLE said the two cases re- 
ported by Dr. Stone were exaggerated instances 
of what was very common; namely, ordinary broad 
ligament development of fibroid tumors, the tu- 
mors growing from the uterus, projecting into the 
broad ligament, or projecting into Douglas’s 
pouch, then, as they grew, they lifted the peri- 
toneum until they reached the liver. He had 
never seen such immense retroperitoneal tumors 
as in the cases narrated by the essayist, and he 
thought their nature was quite analogous to the 
retroperitoneal broad ligament cysts, which were 
not at ‘all uncommon, and which developed as 
high behind the peritoneum as in the two cases 
reported. 

All were familiar with the fact that fibroid 
tumors could become detached from their original 
site and wander in the peritoneal cavity and secure 
a new blood-supply by peritonitis, adhesions, and 
the formation of vessels; but this could hardly 
be said of Dr. Stone’s cases, as he thought that 
the tumors grew directly, did not wander, and 
they were so large that they practically filled the 
peritoneal cavity. 


With reference to the second case, which ter- 
minated fatally, he thought it was much easier 
to offer suggestions than it was to deal with the 
situation completely. He had been placed a 
number of times pretty much in the predicament 
Dr. Stone was placed when there was an ugly 
hemorrhage deep in the pelvis, which could not 
be reached, and at least twice he had been able, 
by having an assistant make firm pressure on the 
aorta, to cut off the blood-supply of the pelvis, 
and was able to get rid of the tumor sufficiently 
to control the blood-supply. He thought this was 
a useful maneuver in such cases. Also, pressure 
upon the aorta was sufficient to control, tempo- 
rarily, hemorrhage, and _ splitting the tumor 
would facilitate its enucleation. 

Dr. Henry T. Byrorp said it was quite easy 
to realize how these tumors could become sepa- 
rated. He had seen cases in which the tumors 
were much larger than a nine months’ foetus, and 
had come away without any trace of a pedicle. 
He thought that as they developed in the broad 
ligament or in the connective tissue, they got their 
blood-supply. They occurred in this way, in his 
opinion: they started on the surface of the uterus, 
having hardly any fibers over them as they de- 
veloped in the broad ligament and received their 
blood-supply, and if there was a little uterine 
tissue over them, instead of becoming more vas- 
cular, as when there was a little uterine tissue for 
the tumor, they underwent atrophy, and if there 
was not a sufficient blood-supply in the uterus 
to produce much vascularity at the base of the 
tumor, not even a pedicle was formed. If it was, 
it was destroyed by traction. 

In operating on all such tumors, the surgeon 
should commence cutting high up, near the um- 
bilicus. Formerly, operators got into the bladder. 
In cases of such large tumors he made it a practice 
to make the opening high up, particularly if the 
vagina was drawn up, because the bladder would 
be drawn up with it, and if one got into the peri- 
toneal cavity, the bladder would be pushed down, 
etc. 

Dr. Guy Leroy HuNNER thought the last re- 
mark of Dr. Noble ought to be amplified in con- 
nection with these tumors, who said that at times 
we found help in removal by splitting the tumor. 
This was especially true of those tumors which 
filled the pelvis and formed a mold, so to speak, 
of this portion of the abdominal cavity. In such 
cases, he said, if we cut through the peritoneum 
covering the anterior face of the tumor, and then 
by the usual method try to get a line of cleavage 
around the two sides of the tumor, we would often 
strike that line of cleavage a little too far away 
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from the tumor, a little too near the large vessels 
that supplied the surface of the tumor; whereas 
if we would continue after cutting through the 
peritoneum, and cut down into the substance of 
the tumor, there was no danger of hemorrhage 
in so doing, and the tumor being under pressure 
and being of an elastic quality, the two halves 
naturally began to pull upwards, as one cut down 
onto them, and by the aid of Jacobson’s forceps 
one could lift these two halves nearer and nearer 
to the field of operation until he got them entirely 
cut through. In this way there was very little 
danger of getting a wrong line of cleavage. There 
was a layer of connective tissue next to the tumor 
itself, which, when struck or cut, would probably 
furnish practically all the bleeding that would 
ensue. He thought Dr. Stone’s last case might 
have been handled in that way. He (Dr. Stone) 
tried to do what surgeons often tried to do before 
they got control of the vessels first, so that he 
started to remove the pelvic portion of the tumor; 
whereas if he had simply left the vessels and ureters 
out of account and split down through the center 
of this portion, he prebably would have turned 
each half of the tumor out without any injury to 
the vessels, ureters, or any important structure. 
Dr. Rosert S. Hitt of Montgomery, Alabama, 
said that, as a rule, these tumors developed from 
the upper portion of the uterus, especially from 
the posterior wall of the organ. Rarely indeed 
did they develop in the space between the folds 
of the broad ligament; therefore they must be very, 
very rare, because of such a small space in the 
uterus in which they had to develop. More rarely 
must the large form of tumor grow, as reported by 
Dr. Stone. When it was considered that these 
tumors derived their blood-supply from the cap- 
sule, and that they had, as a rule, a poor blood- 
supply, one should expect slow growth of the 
tumor, and it was very unusual to meet .with such 
a tumor as had been described. In developing 
as the tumor did in the case of the essayist, and 
also in a case which came under the speaker’s 
observation some time ago, the rule must be set 
aside of hunting for the blood-vessels first to con- 
trol them. It seemed to the speaker that if the 
essayist had entered at the attachment of the round 
ligament to the uterus, the uterus being well in 
front, the cervix being lifted above the pubes, as 
he understood it, and had followed the loose con- 
nective tissue downward, keeping closely to the 
uterus, he would have been able to control the 
bleeding by reaching the uterine vessels. Pro- 
ceeding, in other words, from before backwards, 
he believed he would have met with better success 
in the removal of the tumor from the patient he 
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spoke of losing, and in which case there was such 
a profuse hemorrhage. 

Dr. R. E. Fort of Nashville, Tennessee, re- 
ported the case of a woman, 65 years of age, who 
had not noticed the presence of a tumor until 
eighteen months ago. A year ago it began to grow, 
and at the time of its removal it was as large as 
a good-sized head. On opening the abdomen he 
found that the tumor sprang from the retroperi- 
toneal portion of the uterus, with pedicle only the 
thickness of a double fold of peritoneum and 
two inches ‘ong. In removing the tumor from 
the pelvis, before he could get the ligature to tie 
it off, the pedicle was found so friable that it began 
to tear. However, it was tied off. The woman 
went into collapse, and it was with great difficulty 
that reaction set in. The tumor was a myxo- 
fibroma. 

Dr. Fort narrated another case in which the 
retroperitoneal tumor sprang from the lower por- 
tion of the fundus of the uterus, pushing back the 
broad ligament. This tumor was about the size 
of a turkey-egg. When the broad ligament was 
split from its uterine side, laid back, and the tumor 
enucleated, he found the lower portion of the 
tumor surrounded by the left ureter and the an- 
terior portion of the tumor with the uterine artery 
quite a third around the tumor. 

The subject was further discussed by Drs. 
Robert T. Morris of New York; Joseph Ransohoff 
of Cincinnati, Ohio; Charles L. Bonifield of Cin- 
cinnati, Ohio; Daniel H. Craig of Boston, Massa- 
chusetts; after which the discussion was closed 
by the author of the paper. 


GOITER — WiTtH A REPORT OF 182 OPERATIONS 
UPON THE THYROID 


Dr. CHARLES H. Mayo of Rochester, Minne- 
sota, said that the surgery of the thyroid was in- 
creasing. Operations were as satisfactory as any 
made, giving relief with brief disability. In fifty 
years the mortality had fallen from 40 per cent 
to less than 3 per cent, Kocher’s being 2 per cent. 

Accessory glands, like branchial cysts, were 
more often found in the lines of hypoblastic in- 
version. The lymphatics served as ducts. Total 
extirpation was followed by cachexia in from 
50 to 70 per cent of the cases. Graves’s disease 
was probably due to an over or perverted secre- 
tion, the gland showing a general or local condition 
of cell activity. 

The great majority of enlargements in young 
people responded to medication. Part of the 
benefit obtained from the removal of sympathetics 
was from cutting the lymph-channels and draining 
the thyroid. 
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During the past 17 years they had operated 
upon 182 thyroids, with 9 deaths. Of these, 57 
were cases of well-marked Graves’s disease, with 
7 deaths in all, and but 1 in the last 23. Of these 
cases, 50 per cent made an early recovery; 25 per 
cent did so during several months. The remainder 
were improved, but had occasional relapses of a 
temporary nature. 

Among the remaining 125 operations, repre- 
senting cysts, colloids, parenchymatous and 5 
malignant tumors, there were two deaths; one 
from pneumonia, the other from tracheal collapse 
on the third day following the extirpation of a 
carcinomatous goiter. 

Cocaine was used in thirteen cases, but ether 
anesthesia preceded by morphia and atropine 
was the rule. The head was maintained in the 
high position. The incision was usually trans- 
verse. 

Parenchymatous enlargements and some col- 
loids were extirpated; cysts and encapsulated 
growths were enucleated. 

Saline solution was freely given after operation. 


THE D1AGNosis OF RENAL CALCULUS 


Dr. Guy L. HUNNER of Baltimore, Maryland, 
took up this subject from its general relationships, 
first considering the various other maladies of 
the kidney from which nephrolithiasis must be 
differentiated, and then discussing the diseases 
of other organs which might mislead the diag- 
nostician. 

The Roentgen ray and the wax-tipped bougie 
were considered invaluable aids in the diagnosis 
of renal calculus, but they both failed at times; 
and the importance of the urine examination in 
all suspected kidney cases was emphasized. 

Several cases were reported to illustrate the 
difficulties of diagnosis. 


PRESIDENT’S ADDRESS 


The President, Dr. Lewis C. BosHeER of Rich- 
mond, Virginia, selected for his address, 


QUALIFICATIONS AND REQUIREMENTS OF A 
SURGEON 


He said that, to the recent graduate in medicine, 
no department of his chosen profession appealed 
with the same force as did surgery. While a 
student he had been impressed by the brilliancy 
of the results secured by his professors before his 
very eyes; at the meetings of the alumni, the 
clinics in surgery had been crowded, while those 
in other branches had usually been either slimly 
attended or else attended as a compliment to the 
individual holding them, rather than from actual 
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interest in the subject. In most medical colleges, 
the prominence of the professors of surgery in all 
faculty affairs was well known; while, considering 
the more material side of the question, he had 
little trouble in ascertaining that it was no un- 
usual thing for a good surgeon to secure for a 
single operation, occupying but an hour or two, 
or even less, a fee greater than the entire collections 
of the general practitionerfor a week’s steady work, 
with broken rest, and with cares and responsi- 
bilities innumerable. Little wonder was it, then, 
that so many young medical men adopted surgery 
as a specialty. 

President Bosher emphasized the importance of 
an academic education. While many a man had 
attained success in surgery without this education, 
we were dealing with the rule, not the exception. 
This academic education should be truly liberal, 
both in quantity and quality, and should include 
as much as possible of studies of a scientific nature, 
especially biology, physics, and chemistry. Of 
these three branches, physics would prove of the 
greatest use to the surgeon, while biology and 
chemistry were branches of more practical value 
to the general practitioner. 

In closing, he said it was incumbent upon 
teachers and practitioners of surgery to make it 
plain to the public that there was a material differ 
ence between the trained surgeon and the novice. 
This education would enable the public to dis- 
criminate in a wholesome manner, and would 
ultimately have the effect of rendering it apparent 
to the candidate for surgical practice that he must 
properly equip himself before he can stand before 
the world asa representative of the great surgical art. 


ANEURYSM TREATED BY SUTURE INSIDE THE AN- 
EURYSMAL SAC AFTER THE METHOD OF MATAS 


This paper, by Dr. F. W. PARHAM, appears in 
the present issue of SURGERY, GYNECOLOGY AND 
OBSTETRICS. 


TRAUMATISM OF THE URETER AND PELVIS OF THE 
KIDNEY 


Dr. Rurus B. HALL of Cincinnati, Ohio, read 
a paper on this subject, and said that traumatic 
injury to the pelvis of the kidney or ureter, causing 
postperitoneal extravasation of urine, was  suffi- 
ciently rare to warrant reporting such cases. He 
had been fortunate enough to see two such cases. 
In both, the ultimate results were satisfactory. 
The exact location of the injury was rot deter 
mined in either case. 

CasE1. H. L., aged g years, daughter of a 
dentist, was admitted to the hospital December 
9, 1898, with the following history: 
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The child was strong, vigorous, and well de- 
veloped for her age, and had always enjoyed 
excellent health before the present illness. Six 
days before her admission, while on her way to 
school, she was passing along the railroad track, 
and approached a trestle across a ravine, the 
track at the end of the trestle was elevated on 
filled ground ten or twelve feet high. She was 
running, and started to go down the side of the 
fill, and fell headlong, striking hard on her abdo- 
men. She got up unassisted, and walked a quarter 
of a mile or more to school, but complained of 
pain in the abdomen. She was able to walk home, 
half a mile or more, which she did soon after reach- 
ing the schoolhouse, on the advice of the teacher. 
The child complained of a great deal of pain, and 
was restless through the entire afternoon and night. 
The next morning the family physician was called 
to see her. He did not observe any swelling in 
the abdomen, but the whole abdomen was tender 
to touch, and-he feared that the child would de- 
velop peritonitis. In the afternoon of that day 
the pain was localized in the right side, and es- 
pecially to the back, over the region of the kidney, 
and there was some swelling in that region. The 
child grew gradually worse from this time on, and 
the swelling increased gradually until the time of 
her admission to the hospital, when the swelling 
was larger than the child’s head. The swelling 


extended from the ribs down to the pubic bone, 
and was contined to the right half of the patient’s 


abdomen. The patient was unable to stand or 
walk; was unable to straighten out the right leg, 
and suffered great pain. The respiration was 
rapid and the pulse rapid and feeble. There was 
no rise of temperature. Her condition was so 
desperate that an immediate consultation was 
called. Dr. E. W. Walker saw the patient with 
him, and it was agreed to aspirate at once for tem- 
porary relief, which was done, and six pints of 
straw-colored fluid, resembling urine, were with- 
drawn, and the tumor disappeared. The fluid 
proved to be urine. The sac rapidly filled up, 
and in four days it was as large as before, or even 
larger, at which time the child was given an anes- 
thetic and an incision made over the loin, just 
as one would make in extirpation of the kidney. 
This was made with the object of establishing free 
drainage or a more radical operation, if that was 
found necessary. After cutting down through 
the muscles and fat, they found postperitoneally 
a large accumulation of pus. The kidney was in 
the normal position, and was normal in appearance. 
The operation was completed by placing the 
drainage-tube for free drainage, so the child might 
recover from her serious illness, and then later 
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they could do what surgery might be necessary 
for her relief. Just what injury to the pelvis of 
the kidney or ureter had been sustained they 
could not determine at the time of the operation. 
The child’s condition improved very rapidly; the 
greater part if not all the urine from the kidney 
came through the drainage-tube during her stay 
in the hospital. She left the hospital convalescent 
on December 24th, eleven days after the opera- 
tion, with the sinus still discharging urine freely, 
and her general health improving. Urine con- 
tinued to discharge through the drainage-tube 
until January roth, when it closed permanently, 
and it had remained closed since. She was a 
very strong and vigorous young woman, sixteen 
years of age, and a recent letter from her father, 
dated November 29, 1905, informed the speaker 
that she was as healthy a girl as there was in 
their city. 

Dr. Hall reported a second case, in a male aged 


VARICOSITY OF THE SAPHENOUS VEINS, WITH RE- 
SULTING VARICOSE ULCER 


Dr. RoBERT CAROTHERS of Cincinnati, Ohio, 
in a paper on this subject, stated that in a service 
of ten years in a surgical dispensary in one of the 
large cities he saw a considerable number of vari- 
cose veins of the lower extremities resulting in 
varicose ulcers. 

In the treatment, he referred to the Schéde and 
Trendelenburg methods of operation; but stated 
that complete excision of the internal saphenous 
vein was undoubtedly the most satisfactory opera- 
tion to be employed. Until the ingenious inven- 
tion by Charles H. Mayo of two instruments which 
subcutaneously stripped the vein, it was an opera- 
tion requiring a long incision, tedious dissection, 
and considerable time for its performance. This 
operation, as advised by Dr. Mayo, is, after a 
small incision in the upper third of the thigh over 
the saphenous vein, the vein is located, tied in 
two places cut between the ligatures, and the distal 
end threaded into the enucleator, which is pushed 
under the skin along the course of the vein for 
about six to eight inches, where another small 
opening is made onto the instrument, the vein 
taken out, then the instrument drawn out from 
the first opening; he rethreads the vein into the 
instrument and again pushes it under the skin for 
another six or eight inches, another small incision 
under the instrument allowing the vein to be drawn 
out, which is again ligated and removed. The 
lateral branches are torn off, and, as a rule, close 
themselves. 

Since a visit to Rochester, the speaker had 
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twice done this operation, and the immediate re- 
sults have been very satisfactory. His cases were 
too new to say what would be the ultimate result. 
They were old cases with large troublesome ulcers, 
treated by skin-grafting. They were able to leave 
the hospital in less than three weeks. wearing an 
elastic porous bandage for support, and were now, 
at the end of about eight weeks, both at work as 
housewives. 


LAMINECTOMY 


Dr. R. E. Fort of Nashville, Tennessee. read 
a paper on this subject and reported a case. Sur- 
gically speaking, three classes of spinal injuries 
were recognized: 1. Cases in which the cord was 
completely crushed. 2. Where there is doubt 
whether the cord is irremediably damaged. 3. Cases 
in which there is reason to assume that the cord 
is not irremediably damaged. 

He pointed out the value of laminectomy, or 
what we may expect to accomplish by it. 1. It 
removes depressed fragments of bone lying against 
the cord. 2. It removes spicula penetrating the 
cord. 3. It removes blood-clots, both intra and 
extra dural. 4. It allows the escape of exudate, 
the pressure of which may cause cord degeneration. 
5. Traumatic spinal oedema may be of such extent 
as to demand greater space for enlargement of the 
cord, so it will prevent further destruction of fibers. 


If operative procedure is more important in one 
class of depressed spinal fractures than another, 


it is those due to gunshot wounds. This is true 
for the following reasons: 1. The great violence 
will produce more extensive injury. 2. The pres- 
ence of the missile will, of itself, exaggerate the 
injury already done, and if it has lodged in the 
cord or spinal canal, it will intensify the symptoma- 
tology and degeneration. 3. The liability of sepsis 
being carried with the missile, which, if not re- 
moved, will produce death from infectious men- 
ingitis. 

The author reported an interesting case of a 
man, aged 25, who was shot with a 32-caliber 
revolver. The wound was at a point directly over 
the first dorsal vertebra. Paralysis was immediate. 
He described the technique of the operation in 
this case, and said that the patient had fully re- 
covered. 

The operative points which will shorten and 
simplify laminectomy are: 1. Straight incision of 
about six inches to one side of the spinous processes. 
2. Hemorrhage can be completely controlled by 
strongretraction with Volkmann’sretractors. 3. Suf- 
ficient separation of muscles and interspinous 
ligaments for spacious operative field. 4. Com- 
plete separation of fragments of bone from all 
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attachments, so that further damage to the cord 
will be avoided. 5. The dura should invariably 
be opened, for two reasons: (a) Amount of intra- 
dural hemorrhage, amount of spinal oedema, and 
amount of exudate cannot be estimated without 
opening it; (6) Drainage should always be estab- 
lished, in order that pressure from secondary 
effusion may be prevented. 


SCOPOLAMINE-MORPHINE-ETHYL CHLORIDE- 
ETHER ANESTHESIA 
This paper, by Dr. H. A. Royster of Raleigh, 
North Carolina, appears in the present issue 
of SURGERY, GYNECOLOGY AND OBSTETRICS. 


SCOPOLAMINE-MORPHINE AN- 
2ZSTHESIA 


THE DANGERS IN 


Dr. Horace J. Wurracre of Cincinnati, Ohio, 
followed with a paper on this subject. The fol- 
lowing conclusions were based upon observations 
made in forty cases of anesthesia induced by this 
method, upon animal experimentation, and upon 
a review of all deaths that have been reported in 
the literature up to the present time. 

t. Scopolamine-morphine narcosis is not devoid 
of danger. 

2. The use of scopolamine-morphine alone for 
surgical narcosis is not justifiable, and in his ex- 
perience is not practicable. 

3. A single dose two hours before operation 
lessens the discomforts attendant upon the opera- 
tive procedure to a high degree, and may obtain 
a definite place in surgical practice. 

4. Four deaths have occurred in a series of 2,400 
collected cases, which have been so definitely re- 
lated to the use of this method of narcosis that 
they are probably scopolamine deaths. This, 
however, in the absence of autopsy demonstration. 

5. These deaths have been reported as occurring 
with a type picture of alkaloid poisoning, and 
heart failure has been given as the direct cause 
of death. (Landeau.) 

6. A fatty degeneration of the liver and kidnev 
has been produced by repeated doses of scopola- 
mine alone, and of the scopolamine-morphine com- 
bination, in animals. 

7. This method of producing or assisting nar- 
cosis cannot yet be recommended for use in 
general practice, in spite of the great advantage 
it seems to offer. (Kochmann) 


CuHronic A New METHOD 
OF TREATMENT WITH NEW INSTRUMENTS 


Dr. DanreL H. Craic of Boston, Massachu- 
setts, said that in his paper he offered nothing 
new in the department of etiology, pathology, or 
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symptomatology, but, after showing the justifiabil- 
ity of treating chronic endocervicitis as an entity, 
proceeded to outline original ideas in reference 
to diagnosis, prognosis, and treatment. 

The diagnosis is made to depend upon the con- 
dition of contraction or relaxation of the internal 
os. If with an ordinary Simpson or Sims uterine 
sound distinct resistance is encountered at the 
internal os, in the absence of flexions the inflam- 
mation is confined to the tissues external to the 
internal os; if, on the other hand, the internal os 
is distinguished with difficulty or not at all, because 
of its relaxation and wide caliber, the inflammation 
is above the internal os, which is thus widely 
dilated to favor free drainage and to guard against 
back pressure. Treatment by the author’s method 
should be strictly confined to those cases in which 
the internal os is distinctly contracted. The treat- 
ment, or operation, consists in curetting the cer- 
vical canal up to but not beyond the internal os 
with a specially designed curette after dilatation 
of the external os with a cenical dilator, also 
specially designed for this purpose. The operation 
is quickly and easily performed at the office of the 
gynecologist without the use of anwsthesia, except 
occasionally a few crystals of cocaine at the ex- 
ternal os, and without confinement to bed. The 
pain, when done without cocaine, is about the 
same as that due to the filling of teeth. 

Inasmuch as the most rigid asepsis is requisite 
to render such ambulatory treatment safe, the 
author does not offer this little operation for the 
use of those who are not thoroughly familiar with 
surgical and gynecological manipulations, but for 
those who are able to establish and maintain a 
rigid asepsis. 

The preparatory and after treatment consist of 
three 1-5000 formalin douches daily for three days 
before and for ten days after the operation, with 
avoidance of unusual exertion and abstinence 
from sexual relations. 

The cure is prompt and complete, only a rela- 
tively very few severe cases having required more 
than the original curettement. 

Tubo-ovaritis, or other concomitant disease 
which might be aggravated or lead to a recur- 
rence, constitutes a contraindication to the author’s 
treatment except as an immediate preliminary 
to radical operation, 

The treatment is not intended as a substitute 
for tracheloplasty nor for uterine curettement in 
cases in which the disease has invaded the cor- 
poreai endometrium. The use of Craig’s method, 


it must be urderstocd, should rot be attempted 
until the origiral paper has been read in 
tail. 
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OVERLAPPING THE APONEUROSES IN THE CLOSURE 
OF WOUNDS OF THE ABDOMINAL WALL 


Dr. CHartes P. of Philadelphia rec- 
ommended a method of overlapping the aponeu- 
roses which he has used with the utmost satisiac- 
tion for nine years in the closure of all wounds of 
the abdominal wall, including the Alexander 
operation, inguinal and umbilical herniz, diastasis 
of the recti muscles, appendicectomy, and nephor- 
rhaphy. In but a single case did he know of a 
postoperative hernia where the abdominal wound 
had been closed by this method. When drainage 
is employed through the abdominal wound, 
the method is not applicable. The technique of 
the operation was illustrated by several drawings, 
which demonstrated clearly the method. 

He closed his paper by describing the methods 
of overlapping the fascia employed by Lucas- 
Champonniére and E. Wyllys Andrews in the 
operation for inguinal hernia. 


THE SURGICAL TREATMENT OF FLOATING KID- 
NEY — POSTOPERATIVE RESULTS 


Dr. FLoyp W. McRae of Atlanta, Georgia, in a 
paper with this title, argued for surgical interven- 
tion rather than attempted support by bandages 
or corsets, but urged careful selection of cases for 
operation and the recognition and correction of 
associated pathological conditions. Especial at- 
tention was called to the frequent coincidence of 
floating kidney and chronic or recurring appen- 
dicitis. 

The author described a new muscle-splitting 
operation, delivery of the kidney, partial decap- 
sulation, the making of a broad quadrilateral 
suspensory ligament, by dissecting forward the 
fibrous capsule from near the hilum to beyond 
the convex border of the kidney. A mattress 
suture is put in each angle of the capsule, near 
the hilum, from which the suspensory ligament 
had been dissected, and including the reflected 
flap from either pole of the kidney. These sutures 
are passed deeply into the muscles of the back, 
high up, so as to bring the kidney well into the 
hollow of the loin and close up to the twelfth rib. 
The quadrilateral suspensory ligament is next 
brought up between the separated muscles and 
held there by two silkworm-gut sutures passed 
through all the structures from within out. A 
cigarette drain is placed between these sutures, 
and the remainder of the wound closed in layers 
with interrupted catgut sutures. Care is taken 
to avoid injury to the iliohypogastric and_ ilio- 
inguinal nerves. The operation was _ illustrated 
by drawings. Twenty-two cases were reported. 
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FRACTURE-DISLOCATION OF CONDYLES OF THE 
FEMUR, WITH BACKWARD LUXATION OF LEG— 
OPEN OPERATION SEVEN MONTHS AFTER 
INJURY — SUBPEREOSTRAL RESECTION OF 
FRAGMENTS, WITH REDUCTION AND WIRING, 
RESULTING IN CuRE oF BAD DEFORMITY— 
Norma, Except FOR HALF AN INCH 
SHORTENING 


Dr. GeorGE S. BRownjof Birmingham, Ala- 
bama, reported the cases of R. D., aged 14, who 
was injured in a football game at a small college. 
The patient was treated’ for three months for 
sprained knee. A skiagraph revealed fracture- 
dislocation of the condyles of the femur, with 
backward luxation of leg. He walked for four 
months after this, with bad valgus and flexion 
of the leg on thigh before submitting to operation. 
The limb and knee-joint were restored to normal, 
except for half an inch shortening. There was 
bony union of the fragments in their dislocated 
position. Through a four-inch incision down the 
inner aspect of the femur, the lower end of which 
stopped short of the level of the knee-joint, the 
periosteum was cut through and pushed downward, 
the union chiseled through, the broken surfaces 
resected, and the leg brought forward on the thigh 
without opening the joint. The fragments were 
wired and the internal lateral ligament closed 
with kangaroo tendon. The skin was closed with 
a subcuticular suture of silkworm gut. Owing 
to the first dressing being left too long, there was 
a superficial infection, which did not interfere 
with the final good result. 


TECHNIQUE IN OPERATING FOR APPENDICITIS 


Dr. W. P. Carr of Washington, D. C., said 
that no disease presents more varieties and more 
grades of severity than appendicitis. There are 
all shades, between a mild catarrhal attack and 
a severe gangrenous case with diffuse peritonitis. 
It is therefore apparent that no one method of 
operating will suit all cases. The technique should 
be modified to suit the case and the strength of 
the patient. In his first hundred cases he had 
eight deaths. In his last 72 cases he has had but 
two deaths, and he believes the improvement was 
due to a fuller knowledge of the condition of the 
patients and a suitable adjusting of the technique 
to those conditions. 

For practical purposes he put all cases of ap- 
pendicitis into four classes, as follows: 1. Unrup- 
tured, uncomplicated. 2. Unruptured, compli- 
cated by other serious disease, such as nephritis, 
tuberculosis, or myocarditis. 3. Perforated or 
ruptured, first thirty-six hours; patient in good 
general condition. 4. Perforated or ruptured, after 


thirty-six hours; complicated by diffuse peritonitis 
or by asthenia from long illness, or by other serious 
disease; patient in bad general condition. 

As to the incision, it should always be either 
the gridiron or made through the rectus muscle; 
otherwise hernia is very liable to follow. There 
is but one objection to the gridiron incision; it 
cannot be greatly enlarged without cutting across 
the fibers of the internal oblique and transversalis 
musc.es. This should never be done. It is better 
to close the wound and open again through the 
rectus muscle if a very large opening becomes 
necessary. However, if this incision is well placed, 
it may be stretched with the fingers, and a fairly 
large opening made, through which any uncom 
plicated operation may be done. The stretching 
should never be excessive, as paralysis of the 
stretched muscle fibers may result and hernia 
follow. The proper placing of the gridiron incis 
ion is therefore important. The opening should 
be just above the junction of the appendix to the 
cecum, because the cacum may always be lifted 
upward, to a greater or less extent, but cannot 
be pulled downward, and the very act of lifting 
the caecum out of its bed carries it toward the head. 
The tender point usually corresponds to the base 
of the appendix, and is a fairly good guide for 
the incision. If, however, it be found that the 
cross-incision, or rather the cross-separation of 
muscle fibers, is too high or too low, then the 
separation of the internal oblique and transversalis 
may be closed with a few catgut sutures, the ex- 
ternal oblique split farther up or down, and a new 
separation of the internal muscular lavers made at 
the proper point. In this way nearly all cases 
may be successfully managed, with no dange of 
hernia. 


NEGLECTED APPENDICITIS 


Dr. CHARLES M. RosseR of Dallas, Texas, 
followed with a paper on this subject. He con- 
ceded the safety of an acutely inflamed appendix 
while the pathology is limited to the structures 
of that viscus, and the serious mortality following 
cases not so treated justified a classification of 
those passing the initial stage as being neglected, 
whether the delay is due to indifference, to igno- 
rance, or to cowardice, and whether the responsi- 
bility is upon the family, patient, or medical 
adviser. A safe time-limit varies with the character 
of the attack, the behavior of the inflammation, 
the skill of the operator, and the resistance of the 
individual. 

The author considers the question of whether 
to operate settled affirmatively: that when to oper- 
ate is agreed to, if early, and he proposes, Who 
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shall operate? And what operation shall be done? 
While appendectomy is occasionally simple of 
performance, yet it is prospectively a delicate 
procedure, and the patient is entitled to the most 
skillful service available in each instance, and he 
thinks the geographical distribution of competent 
surgeons is sufficiently general that there is hardly 
an excuse for an emergency operation by the 
attending physician if he is not so equipped. 

He advises incision in all cases at all stages, 
except in those patients who are already moribund, 
and in whom added insult to vitality will be im- 
mediately hazardous, and a class having reached 
complete adhesive protection in which a relaxed 
rectal orifice indicates early rupture and discharge 
by that route. After incision the surgeon must 
decide whether to remove the appendix alone, 
whether to resort to removal and drainage, or 
whether drainage alone shall be the operation of 
election; but as exploration can best determine 
an otherwise indefinite pathological progress, the 
patient should be given the benefit of every doubt. 


END-RESULTS IN APPENDICITIS WORK 


Dr. E. FE. Battocw of Washington, D. C., 
stated that it was his practice to remove the 
appendix in the course of every abdominal opera- 
tion, where the interests of the patient would 
not be prejudiced by such a procedure. In en- 
deavoring to justify this practice it had occurred 
to him to try to find out from the patients them- 
selves the results of the removal of the appendix. 
For manifest reasons, cases of acute appendicitis 
were not considered, nor was it considered fair 
to try to include those cases where the appendix 
had been removed in the course of other abdominal 
work. ‘There remained the cases of chronic and 
quiescent disease, and accordingly the following 
questions were asked of twenty-five private pa- 
tients upon whom operation had been done for 
disease of the character indicated: 

1. What is the condition of your health now, as 
compared with what it was before your operation ? 

2. With respect to pain in the abdomen, diges- 
tive disturbances, bowel movements, etc., is your 
condition better or worse than it was before opera- 
tion? 

3. Has your body-weight increased or dimin 
ished ? 

4. Are there any other results, good or bad, 
which you consider to be due to the operation ? 

Twenty-three replies were received, and the 
answers were almost uniformly to the effect that 
health, strength, and weight were better than 
before operation. The analogy between these 
cases and those in which the appendix was re- 
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moved in the course of other abdominal work lies 
in the fact that one cannot tell from the appearance 
and feel of the appendix whether or not it is nor- 
mal, and by leaving appendices which look sound, 
one is liable to leave appendices which will.give 
trouble later. Two instances were given where 
death resulted from appendicitis,—in one in- 
stance six, and in the other eleven, years after 
abdominal operations for other conditions. The 
argument that the appendix is an organ necessary 
to health was examined, and the conclusion reached 
that the facts of comparative anatomy and pa- 
thology were against sucha theory. The following 
conclusions were reached: 

1. The appendix is a rudimentary organ, a 
part of the cecum, undergoing obliteration, and 
so far has not been shown to be in any way a 
necessary part of the human economy. 

2. Reasoning from the results of operation iu 
cases of chronic and quiescent appendicitis, the 
removal of the appendix in the course of opera- 
tions for other conditions is justifiable. 

3. The difficulty of determining from macro- 
scopic examination whether an appendix is healthy 
or not is an argument in favor of the removal 
of the organ. 

4. The fact that deaths have occurred which 
could have been avoided, had the appendix been 
removed at the first operation, is a powerful argu- 
ment in favor of the removal of the organ, when- 
ever opportunity offers, provided always that the 
additional operation will not jeopardize the chances 
of the patient for recovery. 


Two CASES OF VAGINAL C2:SAREAN SECTION 
FOR ECLAMPSIA, WITH RECOVERY OF Born Pa- 
TIENTS 


Dr. Joun F. Moran of Washington, D. C., 
contributed a paper on this subject. He said 
that owing to the obscurity of the etiology and the 
indefinite state of the pathology, the treatment 
of eclampsia is necessarily, to a considerable ex- 
tent, empirical. Accepting the theory of toxemia, 
however, elimination, sedation, and safe delivery 
are the methods of procedure to be considered. 
As to the first and second indications, there is 
general accord, differing only in the matter of 
detail. As to the third, there is a decided lack 
of unanimity. He prefers the combined | treat- 
ment, and believes that delivery should be effected 
as speedily as possible, consistent with safety, in 
the interests of both mother and child. Essential 
to success is a well-thought-out plan of prompt, 
definite, but not overzealous treatment, based on 
the various phases of the disease, combined with a 
knowledge of the condition of the cervix and the 
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changes it must undergo before labor can termi- 
nate or be terminated. 

In primipare, during labor, there is dilatation 
from above downward, with gradual effacement. 
In multipare, until the onset of labor, the internal 
os is usually closed, but the external is patulous. 
As labor progresses, the entire canal dilates, and 
there may be little or no effacement, particularly 
if dilatation occurs before the presenting part has 
entered the brim. These characteristic differ- 
ences should be borne in mind, as they have an 
important bearing on the method of procedure. 
If the cervix is well dilated, forceps or version 
should be employed, depending upon the location 
of the head. When the cervix is undilated, the 
rubber bags may be used with good effect, pro- 
vided time is not a necessary element, as in im- 
pending eclampsia, but on account of the slowness 
and uncertainty of action they cannot be relied 
upon during the convulsion. Manual or instru- 
mental methods are serviceable when the cervix 
is effaced or effacing, but when it is intact, they 
are not applicable, except in skilled hands, and 
even then there is great danger of extensive lacera- 
tions of the cervix and lower segment of the uterus, 
with possible hemorrhage and subsequent in- 
infection. It is in this class of cases that multiple 
incisions of the cervix, vaginal Cesarean section, 
and the classical Cesarean section have been 
advocated. 

The statistics of classical Caesarean section in 
39 cases reported by Hillman gave a maternal 
mortality of 51.3 per cent, and a foetal mortality 
of 43.9 per cent, and are not more favorable than 
other methods of intervention; therefore, in the 
absence of absolute indication of contracted pelvis, 
it is not to be recommended. Multiple incisions 
are of value when the cervix is effaced; when it 
is not, they are fraught with danger, because of 
the likelihood of hemorrhage and extension of the 
incision by tearing during extraction on account 
of insufficient dilatation. It is here that the opera- 
tion of vaginal Cesarean section as performed by 
Acconi (1895) and Duhrssen (1896) is more ad- 
vantageous, because it provides ample opening 
of the cervix to admit of immediate extraction. 

The author reports two cases, and describes the 
technique. Both were primipare, about seven 
months’ gestation. The cervix was undilated; 
one had had 8 convulsions, and the other 16, 
before operation. 

Hemorrhage, extensive lacerations, owing to 
incomplete dilatation, infection, and rupture of 
the uterus in a subsequent labor, are the dangers 
to be apprehended in the cutting operations of the 
cervix. With a well-executed technique these 
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complications should rarely occur. All the meth- 
ods of intervention are of value, but each must 
be used only after thorough examination and 
study of the case has determined its fitness. 

Vaginal Cesarean section fulfills all the indica- 
tions accouchement forcé, and it has the addi- 
tional advantage of not being restricted by the 
limitations of the other methods; therefore in an 
elective case it should give the best result. It is 
a most efficient operation and a worthy addition 
to the obstetric armamentarium. 


C.4:SAREAN SECTION NECESSITATED BY OBSTRUC- 
TION OF THE PELVIS BY THE RIGHT HALF OF 
A BICORNUATE UTERUS 


Dr. GeorRGE S. Brown of Birmingham, Ala- 
bama, contributed a paper in which he reported 
the case of a woman, thirty years of age, at term 
with her fourth pregnancy, who was sent in for 
treatment and supposed to have placenta praevia. 
The pelvis was full of a soft boggy mass, supposed 
to be a myoma, sessile in character, of the lower 
uterine segment. As there was no possibility of 
the head engaging, section was done while the 
mother and child were still in good condition. A 
full-term healthy boy was taken from the left half 
of a bicornuate uterus after the Sanger method. 
The right half was then opened, and the excessive 
sympathetic decidua scooped out. This half was 
as large as a four months’ pregnancy. One or 
both halves should have been removed, but this 
was not done, because it was thought the patient 
was in danger from the ether anesthesia. Her 
pulse was rapid and intermittent, and her color 
and respiration were alarming for a while; but 
within two hours after being returned to bed she 
was seemingly as well as after a normal labor. 
She had an infarct or ether pneumonia two weeks 
after the operation, which passed off in a few days. 
The child has been perfectly healthy since its birth. 

Dr. C. E. Catpwett of Cincinnati, Ohio, read 
a paper entitled 


PENETRATING WOUNDS OF THE ABDOMEN 


The author reported twelve cases; also a case 


of traumatic rupture of the kidney. This case was 
unique, in that the ruptured kidney was one of 
two congenital cystic kidneys. 
SOME OF THE UsEs OF PELVIC MASSAGE 

Dr. JosepH TABER JoHNSON of Washington, 
D. C., contributed a paper with this title. He 
stated that the various methods of applying massage 
have the same objects in view, whether it be 
manual, vibratory, or electrical. The same may 
be said when it is employed generally, specially, 
or locally. In all cases, this agency for good, if 
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only good results are to be expected, should be 
employed only after a careful and expert diagnosis 
has been made of the exact nature and stage of 
the disease or injury so treated. To massage an 
acute sprain or fracture is just as much an error 
as to massage an acute inflammation or abscess, 
while great good is accomplished in the improve- 
ment of the circulation, in promoting absorption, 
in soothing pain, in allaying nervous irritation and 
relieving insomnia, in the chronic stages of these 
and many other properly diagnosed conditions. 

Ilis own experience in the use of massage has 
been mostly in the non-operative treatment of 
uterine displacements, and by non-operative is 
meant those cases presenting uncomfortable and 
disagreeable symptoms, and vet not sufficiently 
distressing to suggest surgical operations. So far 
as his experience has gone, mere displacements 
themselves have given very little trouble. The 
natural position of the uterus in the pelvis being 
one of entire mobility, the symptoms complained 
of are caused mostly by co-existing complications. 
These complicating conditions were caused by the 
effusions, exudations, adhesions, and chronic in- 
flammations. When vielding to the importunities 
of patients to try some non-surgical treatment, he 
suggested pelvic massage, partly to gain time, 
in some cases to demonstrate the uselessness of 
any but surgical methods. After a few weeks of 
treatment the suprise of the physician was greater 
than that of the patient when the complicating 
conditions disappeared, and with them went the 
symptoms also. But all cases cannot be thus 
treated successfully. 

From a slight, though increasing, personal ex- 
perience, he believes there is much of good in pelvic 
massage, when properly used in cases that are 
accurately diagnosed. Quite a bright future may 
vet open up for its expert use in the debatable 
and yet unconquered field of uterine displacements, 
but, like all other good things, it is liable to abuse 
by the unfortunately inexpert or commercially 
dishonest practitioner. 


Tue Victous CircLE AFTER GASTROENTEROSTOMY 


Dr. Joun B. Deaver of Philadelphia discussed 
this subject under two heads — prevention and 
treatment. In common with all surgeons who 
did stomach surgery as long as ten vears ago, his 
earliest gastroenterostomies were done on the an- 
terior wall of the stomach, by means of the Murphy 
button. It was not long until he began doing 
the posterior operation, still employing the Murphy 
button. In the anterior operation a long afferent 
loop of jejunum is obligatory, on account of the 
necessity of spanning the transverse colon and 
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great omentum; and again, in company with other 
surgeons, he pursued the same technique in per- 
forming the posterior operation, not appreciating 
at that time the drawbacks and the very positive 
dangers of the long afferent loop. By this method, 
in both the anterior and posterior anastomoses, 
he occasionally had regurgitant vomiting develop 
after the operation. Believing that this was due 
to obstruction at the anastomotic opening, pre- 
venting the proximal (afferent) loop of jejunum 
from freely emptying itself into the distal (efferent) 
loop, he then changed his technique so as to include 
at every primary operation an enteroanastomosis 
between the afferent and efferent loops, thus mak- 
ing sure that obstruction to the afferent loop at 
the gastric anastomosis could not exist. This 
method he has employed until within the last two 


months. It proved for a long time a satisfactory 
method, although its performance consumed 


slightly more time than the simple gastroenter- 
ostomy alone. To make this additional time as 
slight as possible, he at first employed a Murphy 
button in making the enteroanastomosis, although 
he had already abandoned this device in favor of 
the simple suture in gastric anastomosis. In one 
case, he met with a disaster with the Murphy 
button, due to a fault of technique in selecting 
too large a button, which resulted in sloughing 
and perforation at one margin of the enteroanas- 
tomosis. He therefore abandoned the Murphy 
button even for the intestinal anastomosis, and 
has since then employed simple suture for both 
this and the gastric wound. Recently he com- 
menced a series of operations of posterior gastro- 
enterostomy with the short loop; but regretted 
that its adoption is so recent that he cannot draw 
final conclusions as to its comparative value in his 
hands. However, Moynihan has not seen regurgi- 
tant vomiting nor the vicious circle in his last 130 
operations done by this method. The merits of 
the posterior operation with the shortest possible 
loop are well recognized. 

He had seen certain patients who suffered dis- 
comfort after gastroenterostomy, and who oc- 
casionally had regurgitant vomiting, who were 
completely relieved of their symptoms by wearing 
a light abdominal belt. On removal of this sup- 
port, the symptoms recurred. These factors he 
had explained on the supposition that the long 
proximal loop dragged on the gastric anastomosis, 
and became, so to speak, water-logged, and that 
this condition was overcome by supporting the 
proposed loop by means of the abdominal binder. 

No one factor is always operative in producing 
the symptoms of the vicious circle; and no one 
method of treatment will suffice to effect a cure. 
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Prevention is the best treatment, and that this 
is accomplished as nearly as can be by posterior 
gastroenterostomy with the short loop, he thinks 
has been demonstrated. But when the vicious 
circle does arrive, it requires energetic treatment, 
and happy is that surgeon whose treatment meets 
with success. 
OFFICERS 

The following officers were elected for the en- 
suing year: President, Dr. George H. Noble of 
Atlanta, Georgia; Vice-Presidents, Dr. Stuart Mc- 


Guire of Richmond, Virginia, and Dr. E. Denegre 
Martin of New Orleans, Louisiana; Secretary, 
Dr. W. D. Haggard of Nashville, Tennessee, re- 
elected; Treasurer, Dr. Charles M. Rosser of 
Dallas, Texas, re-elected. 


A vote of thanks brought the proceedings to a 
close. 

The next annual meeting of the Association will 
be held in Baltimore, Maryland, on the second 
Tuesday in December, 1906. 


THE NEW YORK OBSTETRICAL SOCIETY 


REPORTED BY W. S. STONE, Eprror 


Meeting held December 12, 1905. 

The President, Dr. LE Roy Brown, in the chair. 

THE GONOCOCCUS IN THE PUERPERIUM 

Under the above title Dr. W. S. Stone and Dr. 
Ellice McDonald read the paper of the evening 
which appears in this issue of SURGERY, GYNE- 
COLOGY AND OBSTETRICS. 

DISCUSSION 


Dr. J. CLirron Epoar said he did not consider 
the gonococcus infection so serious a matter in the 


puerperium as he formerly did. He thinks the 
puerperium favors the lighting up of a chronic 
infection, but believes the cases with a stormy 
puerperium are the result of a mixed infection. 
He agreed with the writers of the paper as to the 
frequency of sterility as a result of this infection. 
He disagrees, however, with Kimball and Holt in 
their opinion that a gonorrhoeal infection, con- 
veyed from one:child to another in an institution, 
may be the cause of a general peritonitis. 

Dr. CHARLES JEWETT stated that no contribu- 
tion on this subject is of value, except it is based 
upon a definite bacteriological diagnosis, a seven 
in women with gonorrhoea childbed fever may be 
due to other causes. He would not say that gon- 
orrhoea in the puerperium is not a serious matter, 
but that it is not a serious factor in puerperal 
infection. As proof of this, he alluded to the fact 
that, despite the frequency of gonorrhoea in child- 
bed, trained obstetricians have almost no death- 
rate from infection. The bad results are, mainly, 
abortion, pus-tubes, and sterility. Abortion, he 
thinks, is more often the result of chronic gonor- 
rheea than is generally supposed. He estimated 


the frequency of gonorrhoea as a cause of sterility, 
either primary or secondary, to be about fifty per 
cent. His own experience with gonorrhaa in 
the puerperium as a cause of fever agreed with 
other observers. There is usually a sharp rise, 
beginning a few days after labor, but in uncom- 
plicated cases is not high, and usually soon sub- 
sides. Of 21 consecutive puerperal cases of his 
own, the temperature went above 1oc.5° F. in 5, 
in 4 of which clinical evidence of gonorrhoea was 
present. In one only did it go above 103° F. In 
16 cases with gonorrhoeal secretions, 5 had a tem- 
perature above 100.5° F. He could not recall but 
1 fatal case of probable gonorrhoea in the puer- 
perium, which was undoubtedly 2 mixed infection. 
Fever began 1 or 2 days after labor and continued 
for 4 weeks. 

Dr. E. H. GRANDIN said that he regarded gon- 
orrhoea more as an agent in the prevention of im- 
pregnation than as one which leads to complica- 
tions in the puerperal state. Although no bac- 
teriological diagnosis had been made in his own 
cases, he was inclined to think most of these dis- 
turbances were due to a mixed infection, and that 
the gonococcus plays an unimportant réle in the 
puerperium. 

Dr. JAMes D. VooruHees said that he had seen 
so many cases that presented the clinical picture 
of gonorrheea go through labor and the puerperium 
without any temperature, that he did not fear these 
cases so much as formerly. 

Of 104 cases of ophthalmia in the Sloane Mater- 
nity Hospital, only 22 of the mothers had fever, 
of which only 8 had fever earlier than the fifth 
day, and only 2 had a temperature over 104° F., 
which lasted only a short time. No fever was 
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present in 5 cases that had vulvovaginal abscesses. 
The cases that developed temperatures before the 
fifth day, he thought, were due toa mixed infection; 
also those with a high temperature. 

Dr. Smmon Marx thought the gravity of the 
subject to be overestimated, but conceded that 
any woman with gonorrhoea is more apt to develop 
sepsis than women with normal vaginal secretions. 
He believes that a vagina infected with gonor- 
rhoea should be cleansed prior to labor as thor- 
oughly as for a major operation. He also spoke 
of the dangers of curettage in these cases, and 
mentioned a case in which gonorrhoeal rheumatism 
followed such a procedure. 

Dr. R. A. Murray stated that it was his opinion 
that gonorrhoea causes a reduction in the resistance 
of the tissues to other infections, although his ex- 
perience was not based upon bacteriological ex- 
aminations. He does not consider gonorrhoea a 
frequent or dangerous complication of the puer- 
perium, except when too much douching or cu- 
rettage had been carried out. He recalled three 
serious cases of this infection—one with peritonitis, 
and two with valvular involvement of the heart. 

Dr. RatpH Watpo asked if the Credé treat- 
ment had been carried out in all of the cases re- 
ported. He had noted that at the City Hospital 
patients with severe venereal disease almost in- 
variably did well in the puerperium. 


Dr. J. Ripper Gorre asked if laboratory ex- 
periments showed that the presence of the gono- 
coccus facilitated the development of other micro- 
organisms. 

Dr. ArTHUR M. JaAcosus asked if any gas- 
producing micro-organisms had been found in 


this series of cases. He had recently seen several 
cases that presented the clinical evidences of gon- 
orrhaea, in which the laboratory report gave no 
gonococci as being present, but some gas-producing 
organisms and diplococci resembling the gono- 
coccus. He considers the mixed infection to be 
the cause of the virulent forms of puerperal in- 
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fection. He would rely, however, more upon 
the laboratory diagnosis than the clinical histories 
and appearances. 

Dr. R. H. WYLIE said he had modified his views 
as to the constant presence of the gonococcus in 
cases with clinical symptoms of gonorrhoea, as 
he had seen several in which this micro-organism 
was absent. 

Dr. Exvtice McDonatp (guest) said that the 
gonococcus was isolated with difficulty in the early 
days of the puerperium because of the amount of 
blood in the discharge. In this study few had been 
found before the fifth day. Williams had found 
the gonococcus 8 times in 150 cases, and Little, 
very recently, 16 times in 50 cases. He did not 
think the presence of the gonococcus favors the 
growth of other bacteria. Although this infection 
may not be severe during the puerperium, he did 
not think it could be assumed that it was not a 
serious disease, as in contradistinction to the 
streptococcus the after-results were often serious. 
He thinks the severity of the infection depends 
upon the extent of the anatomical lesion. He 
had seen one case of fatal peritonitis in the puer- 
perium in which a pure culture of gonococcus was 
found. 

Dr. W. S. Stone, in closing the discussion, 
said the writers had not attempted to show that 
gonorrhoea is frequently a fatal puerperal disease. 
The first case undoubtedly died from a strepto- 
coccus infection, but the lesions of both infections 
were demonstrated at the operation and confirmed 
by the bacteriological report. He thought a 
pyosalpinx, although often ascribed to the ordinary 
puerperal infection, was almost invariably due 
to the gonococcus. The mild cases of gonor- 
rheeal infection so often simulated sapremia, that 
he thought extreme care should be used in regard 
to curettage, because if gonorrhoea is present, 
it may be the cause of subsequent complications. 
He stated that the Credé treatment was carried 
out as a routine in the hospital. 
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at 8:30 P. M. 

The President, Dr. RICHARD C. NorRIs, in the 
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THE UTERUS AND OVARY OF NEURASTHENIA 


Dr. Rospert L. Dickinson of New York pre- 
sented this study, which was restricted to the 
chronic and aggravated type of neurasthenia, and 
was based upon full histories of a hundred cases. 
The subject was considered under the following 
subdivisions: 

I. The associated lesions in cases oj this degree, 
and their frequency, as indicated by this series, he 
said, would be as follows: 

(a) In the ovary, chronic ovaritis, chiefly micro- 
scopic, was found in nearly all. 

(b) In the uterus, endometritis, usually cervical, 
was present in the majority of cases (61), and was 
seldom accompanied with thickening of the endo- 
metrium. 

(c) A high degree of sclerosis of the vessels of 
the uterine walls, and of those of the endometrium, 
was sometimes discovered in cases of long standing, 
and the venous enlargements were many. 

(d) About the vulva, certain hypertrophies were 
noted in the majority of cases (65). 

(e) In the bladder, congestion of the trigone was 
frequent (about 40). 

({) In the rectum, catarrh, congestion, and 
atony were persistent in a large number. 

II. In this class of cases, pelvic symptoms are 
prominent, and lumbar pain constant. 

III. In almost all of these cases the pelvic dis- 
order is coincident, not causative. 

IV. Correction of moderate abnormalities of 
structure and function by prolonged local treat- 
ment or by operation lessens pelvic pain very little 
and betters the general condition not at all. Treat- 
ment should be directed almost entirely to the 
general condition. 

V. Operation on pronounced pelvic lesions is 
warrantable in a few selected cases, such as persist- 
ent and exhausting hemorrhages and the larger 
tumors, and if thoroughgoing, brings about a cure, 
revolutionizing the general condition in a very 
small percentage of cases. 

VI. Anatomical cure frequently fails to bring 
about symptomatic cure. 

The literature was summarized by Dr. Dickin- 
son. The majority of observers, he said, were on 
one side, and agreed with Binswanger. ‘If a 
woman, not a hereditary neuropath, has a chronic 


pelvic affection, and some local nervous manifesta- 
tion occurs secondarily, treatment of the pelvic 
lesion often produces an astonishing degree of 
improvement in the consecutive -disorder. But 
when a woman’s nervous system is entirely com- 
promised, local treatment is almost impotent to 
secure improvement; and the neurasthenia may 
be aggravated.” 

The writer excluded from his list the congeni- 
tally delicate, hysteria, melancholia, milder cases, 
and all not subject to long observation. Many 
were old office habitués. All complained of sacral 
pain; 46 from cramps at the periods; 43 of irritable 
bladder; 24 of leucorrheea, and 10 were entirely 
free from any pelvic disturbance except backache. 
The averages of anteflexion and retroversion usual 
in gynecological office practice was found. Among 
21 retroversions there were to operations, all 
anatomic cures, but obtaining only partial relief. 
All were glad they had it done a short time after 
operation, but only two were entirely happy about 
it two years after. The frequent endometritis 
furnished no material to the curette. Chronic 
ovaritis, present in gynaecological practice in some 
15 per cent of cases, was seen with surprising fre 
quency. Of 20 confirmed neurasthenics (some 
outside this series) whose ovaries were studied at 
celiotomies, 20 had distinct microcystic ovaritis. 
Long-continued tension resulting in alterations in 
the walls of the vessels of the endometrium and 
uterine walls was emphasized in this class of cases. 
In 4 cases, intractable menorrhagia called for 
hysterectomy. The holding up of varicosities of 
broad ligament and bladder-wall on a_pessary 
explained some improvements. Endometrium, 
uterine wall, ovary, bladder-base, rectal mucosa 
all suffer from disturbed vasomotor balance, per- 
sistent venous engorgement, sometimes arterial 
spasm and thickening. 

Masturbation, evidenced by pronounced corru- 
gated hypertrophies of the labia minora and prep- 
uce and fourchette, and enlarged and tabbed 
meatus (found in one third in ordinary office 
gynecological practice) was detected in two thirds 
of the pronounced neurasthenics. 

While hysteria and insanity and the neuroses in 
general, in their clinical connection with diseases 
of women, were studied, it was stated that what 
was new in this small series of cases was the analy- 
sis, from the standpoint of the gynecologist, of the 
relations of pelvic disease to long-standing neuras- 
thenia; the claim of the frequency of chronic 
ovarian changes, of chronic congestions of trigone 
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and lower bowel, and of vulvar hypertrophies; the 
statement that laterocession and thickening of the 
left uterosacral ligament and broad ligament with 
left-side ovaritis, in the absence of adhesion, is 
always due to chronic proctitis; and figures bearing 
on the small percentage of cures after operation. 

In conclusion, the author laid great stress on 
regulation of activities, on training in outdoor life, 
initiated in wisely conducted sanitariums. 

Dr. F. X. Dercum agreed with Dr. Dickinson 
that in the great majority of cases pelvic disease 
and neurasthenia, when coexistent, were coinci- 
dent, and that there was no causal relation what- 
ever between them. One factor, however, to be 
considered was, that neurasthenia, pure and simple, 
was synonymous with chronic nervous fatigue. 
The symptoms were characteristic and definite, 
and the affection constituted a well-defined fatigue 
neurosis. The cardinal features were mentioned, 
all indicative of a ready exhaustion upon slight 
exertion. Associated with this exhaustion there 
was irritability. In consequence, there was, in neur- 
asthenia, an undue reaction of the nervous sys- 
tem to either peripheral or somatic impressions. 
For this reason, local pathological conditions might 
bring about undue reaction in neurasthenia, while 
in a state of nervous health such conditions may 
attract no attention. Illustrative of this, he 
remarked that an eye defect might remain undis- 
covered for years until, through some cause, neuras- 
thenia was established. Such a person might 
find that headache results from the use of his eyes, 
showing that his resistance to fatigue had been 
diminished. This fact applied to all visceral 
affections, among which were, of course, pelvic 
disorders. He entirely agreed with Dr. Dickinson 
that in the chronic and aggravated type of neuras- 
thenia in women, pelvic symptoms were prominent. 
He formulated his conclusions upon the subject 
of neurasthenia in women as follows: 

1. That neurasthenia may exist independently 
of any pelvic disease; 

2. That neurasthenia and pelvic disease may 
exist independently in the same patient; 

3. That when pelvic disease and neurasthenia 
coexist, the pelvic symptoms may be more readily 
recognized by the patient, and therefore become 
more prominent, because neurasthenia the 
reaction of the nervous system to abnormal and 
pathological impressions is exaggerated. 

He was much pleased with the position taken by 
Dr. Dickinson regarding the entire question of 
pelvic disease and neurasthenia. Pelvic disease, 
he said, never caused true neurasthenia. It might, 


of course, produce general ill health, but the ner- 
vous symptoms here present were never the symp- 
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toms of neurasthenia. That various signs of 
nervous weakness should be present in serious 
local or general disease, weakening the entire 
organism and with it the nervous system, was not 
surprising. To this state he applied the term of 
spurious neurasthenia or neurasthenia sympto- 
matica. This was seen in chlorosis, phthisis, 
syphilis, in the various diseases of the blood, in 
malignant disease, in the toxemias, and in other 
grave disturbances of nutrition. The nervous 
symptoms directly due to pelvic disorders, he said, 
were exceedingly limited. While it was true that 
there was present pelvic pain, pain referred to the 
back, to the hips, to the thighs, with indications of 
general ill health, these symptoms could not be 
grouped as a separate nervous disorder, but were 
part of the pelvic disease itself. 

The doctrine of reflex nervous disorders, he said, 
had been entirely dissipated by an_ increasing 
knowledge of the various functional diseases to 
which the nervous system was liable. 

He believed that a dispassionate consideration 
of the subject led to no other conclusion than that 
the surgeon should operate for surgical indications 
only. The minor pelvic troubles would be found 
to disappear upon the institution of rest, full feed- 
ing, massage, and the like, and when the general 
health of the patient had been brought to a physi- 
ological level. 

In answer to a question by Dr. Dickinson, he 
said that neurasthenia had nothing to do with 
arteriosclerosis; that such nervous symptoms as 
might be present in arteriosclerosis belonged to the 
symptom group of arteriosclerosis, and not to 
neurasthenia, and could only constitute a spurious 
or symptomatic neurasthenia. 

Dr. BARTON CooKE Hirst said that in his service 
of some fifteen years at the Orthopedic Hospital 
he had opportunity every year to examine many 
nervous patients, and that this experience had 
taught him that the gynecologist would do better 
if he forgot that the patient under examination was 
a neurasthenic, or if he did not know it. In his 
opinion, the function of the specialist in pelvic 
disorders was to examine and report upon the pel- 
vic organs, and if disease were found, to give the 
appropriate advice without necessarily taking into 
account the patient’s general condition, except as a 
contraindication to operation. 

If pelvic disease coincident with neurasthenia 
were discovered, it should be remedied, if possible, 
in order, by the cure of the pelvic disorder, to put 
the patient in a better condition for being cured of 
her neurasthenia, but without expecting that the 
gynecological treatment would directly benefit the 
neurasthenia. 
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A further lesson was, if possible, to avoid long- 
continued local treatment for minor pelvic condi- 
tions, which might fasten the treatment habit on 
the woman. This particularly applied to diffi- 
culties with the bladder. 

Dr. Hirst regretted the absence of expression of 
opinion regarding the only characteristic pelvic 
lesion of neurasthenia — the ill development of the 
pelvic organs. In his examination of numbers of 
nervous patients, the large proportion of such cases 
was marked. Whether the condition were coinci- 
dent with the neurasthenia, whether it preceded it, 
or was congenital, he thought a question of interest. 
He regarded it as probably congenital, and as 
simply marking an ill development of the whole 
organism. He thought all were in accord with 
Dr. Dickinson’s views relative to the gynecological 
treatment of neurasthenic patients. He believed 
that the time had passed when the neurologist 
would recommend the treatment of pelvic disease 
with the idea of curing nervous disorders; also, 
that the gynecologist of to-day was not open t_ the 
accusation of unnecessarily operating upon neuras- 
thenic patients. 

Dr. CHARLES K. MILLs expressed his opinion 
as being almost the reverse of that voiced by Dr. 
Hirst, that the neurasthenic condition should be 
lost sight of and attention and treatment concen- 
trated upon the pelvic disorder. He thought the 
whole question returned to a discussion of the 
fundamental nature of the cases observed. His 
large experience with neurogynecological cases had 
taught him that in many of the cases the conditions 
presented to the neurologist and gynecologist were 
dependent on neurotic or neuropathic tendencies 
in the individual. In the study of aggravated 
nervous symptoms apparently dependent upon 
disorders of the pelvic organs, the exact cause 
should be determined, whether it lay in the pelvic 
condition or in the nervous constitution. In a 
large majority of cases the explanation was to be 
found in a study of hereditary predispositions. 
Attention should be directed to the presence of any 
real disorders of the pelvic organs, in connection 
with other treatment. Neurasthenia, like hysteria, 
he said, was not a disease of the uterus or its appen- 
dages, but was primarily a disease of the nervous 
system. Attention should be directed to the relief 
of an inherited, or of an inherited plus an acquired, 
condition of the nervous system. He was largely 
in accord with the views of Dr. Dickinson expressed 
in his paper. 

Dr. J. M. Batpy stated that few competent 
gynecologists of to-day operated upon aggravated 
cases of neurasthenia. Unlike Dr. Hirst, he 
thought that if, when these cases came to the gyne- 


cologist, he could forget that they had pelvic svmp 
toms, both the patients and the gynecologists would 
be fortunate. 

He personally was not greatly impressed with 
the large percentage of pelvic disorders in the cases 
found by Dr. Dickinson, and thought that an 
examination of as many non-neurasthenic women 
would disclose much the same condition. By 
way of illustration, he said that an observation of 
the noses of several present would show a great 
variety and degree of noses, but that all were noses, 
all healthy, and all normal, in spite of the fact that 
they had at times been afflicted with inflammations 
and catarrhs. So with the pelvic organs, there 
was a wide range of difference in health from what 
the books were pleased to write down as normal. 
The pathologist, he thought, was prone to take too 
little note of this fact. Most of these minor con 
ditions, he believed, if not giving undue symptoms, 
might be looked upon as normal. With Drs. Mills 
and Dercum, he did not believe that neurasthenia 
was caused by pelvic lesions, although it might be 
aggravated in some few cases. Operation, except 
in a very few well-picked cases, could only do 
harm. Beyond falling into the hands of an oper- 
ating gynecologist, he knew of but one equal mis 
fortune for these much-afilicted individuals, and 
that was to fall into the hands of a rest-cure neur 
ologist. Dr. Baldy stated his fear that his emphatic 
views concerning the treatment of neurasthenia 
would not accord with those of the majority of 
either the neurologists or gynecologists. ‘The ele 
ment of fatigue, he said, was purely a nerve 
fatigue and not muscular. Rest was needed, but 
only as applied to the nerves, and the rest needed 
was rest from the irritating elements which were 
wrecking those organs. Let no man, however, 
who wished to cure his patient make the mistake 
of assuming that rest meant rest of the muscles and 
general physique. What was needed in these 
cases, he declared, was, metaphorically speaking, 
a strong, determined man with a horsewhip, who 
would, as soon as breakfast was over, drive the 
patient out of doors and keep her there until dark. 
This would carry with it everything implied in an 
out-of-door life — exercise, and muscular fatigue 
up to the point of experiencing the delight of real 
refreshing rest after real fatigue. This, he said, 
could not be brought about abruptly, nor in the 
same manner in all classes of patients, but the 
principle could be applied in all, which was, to a 
large extent, to ignore the symptoms and force the 
patient, in spite of all pretexts, protests, or sympa- 
thies, to an active out-of-door life, with proper 
hours of rest and regulated diet, milk and eggs 
constituting a large element in the latter. The 
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** rest cure,” he declared, in any of its phases, was 
pernicious, and sanitariums were the last places in 
the world for these cases. 

Dr. WILLIAM G. SPILLER said that he did not 
believe that neurasthenia in most cases could be 
cured by treatment of the generative organs. He 
was in accord with the view that in the presence of 
mild disorders of the reproductive organs, it was 
better not to give any treatment to these organs, 
because attention directed to them aggravated the 
neurasthenic svmptoms. If, however, the symp- 
toms of disease of the generative organs were 
severe, he advised treatment of the lesions, because, 
until they were treated, there was little hope of 
improving the neurasthenia. He quoted Kratit- 
:bing’s statement, that out of 250 neurasthenic 
females he was able in only g to find a relation 
between the reproductive organs and the neuras- 
thenia. Dr. Spiller believed removal of the ovaries 
to be one of the most serious operations that could 
be performed on a neurasthenic woman; not from 
a surgical point of view, but, he said, that the 
neurasthenic women who had had ovaries removed 
were often hysterical and were among the most 
difficult, patients to treat. He believed that the 
ovaries must have some effect upon the general 
health of the individual, especially in) younger 
women. Regarding the possibility of a relation 


between disorders of the reproductive organs and 


brain-tumor, he thought that the idea of the former 
standing to the latter in the relation of cause and 
effect seemed exceedingly far-fetched, and it was, 
in his opinion, to be rejected, but that the effect of 
brain-tumor in arresting menstruation had been 
repeatedly observed. Regarding functional dis- 
orders, he said it must be acknowledged that severe 
disease of the ovaries, leading to removal, might 
awaken a latent neurosis which otherwise might 
never become manifest. 

He believed there was much to be said in favor 
of Dr. Baldy’s plan. He had at the time a neuras- 
thenic patient who would not get up until late in 
the day and was lazy. He had directed the nurse 
not to use the * horsewhip,”? but moral suasion, to 
induce the woman to take exercise in moderation 
and to forget her ills. 

Dr. Joun G. CLARK said that it was interesting 
to recall the fact that Charcot was one of the first 
neurologists to invade the gynecological tield. 
While the discussion did not bear directly upon 
hysteria, nevertheless, in the minds of many physi- 
cians, neurasthenia hysteria were almost 
interchangeable, notwithstanding the wide differ 
ence between the two conditions. Charcot, he 
said, had described a type of hysteria associated 
with ovarian pain, and located a point at the inter 
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section of a line drawn from the anterior superior 
spines of the ilium and the outer border of the left 
rectus muscle, which has been designated as 
Charcot’s point.” This class of patients com- 
plains constantly of pain in this area. The point 
does not correspond to the situation of the ovary, 
and, as a result of this fallacy, innumerable ovaries 
had been removed in the past, in the thought that 
the pain would be relieved, which, however, was 
not realized. From his own observation he was 
sure that this pain had nothing to do with the ova- 
ries. 

The word *‘ neurasthenia,”’ he thought, was used 
to cover a multitude of evils, serving about the 
same purpose for various bizarre nervous symp- 
toms that the word “ malaria” did for an unex- 
plained fever. Asthenia with nervous manifesta- 
tions, he said, was classed under the term “ neuras- 
thenia.””. From a clinical standpoint, he believes 
the gynecologist might safely consider these cases 
under one of three headings: 1. Pure neurasthenia 
of congenital origin, with morbid pelvic introspec- 
tion, but without even a microscopic organic lesion; 
2. A neurasthenia which is coincident with a given 
organic lesion, but not dependent upon it, although 
it may greatly exaggerate it; 3. A neurasthenia 
entirely dependent upon an organic lesion. 

The patient with neurasthenia of hereditary 
origin, he declared, should never have gynecologi- 
cal treatment, but should be turned over to the 
neurologist or to any other person capable of 
diverting the unhealthy stream of her imagination. 
Such a patient naturally complains of all the ills 
to which flesh is heir, and if the generative organs 
became the point of her introspection, the gynecolo- 
gist, he said, does not live who could cure her by 
operative interference. Such a subject, becoming 
the subject of an operation, was likely to establish 
the operative habit, which has been very appro- 
priately called mania operativa minora. 

In the second class of cases — neurasthenia 
coincident with some pelvic lesion — the nervous 
symptoms would usually be exaggerated by the 
pelvic disease; consequently, in such a case, this 
trouble was likely to be improved, although a cure 
of the neurotic phase of the case was naturally not 
to be expected. In the third class of cases — 
neurasthenia incident to pelvic lesions — he said 
there could he but one view-point, and that was, 
the quicker the pelvic lesion was relieved, the 
greater would be the chance for perfect cure of the 
neurasthenia. If such a case drifted on for weeks 
or months, the neurasthenic habit might be so 
completely fixed by the time operation was done, 
that months or vears might elapse before such a 
woman would recover her nervous equilibrium. 
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Such cases were represented by the various hem- 
orrhages of the menopause. In such cases suffer- 
ing from recurring hemorrhages of the menopause, 
or from some new growth, and with the increasing 
anemia developing, intense neurasthenia should 
have immediate treatment to stop the hemorrhage, 
even if hysterectomy is necessary. Such cases 
make ideal recoveries. 

In the treatment of all three of these classes of 
cases, Dr. Clark believes that the skill of the sur- 
geon is nowhere more completely tested. The 
whole question, he said, pivoted around the history, 
and every phase of the patient’s past life should be 
traced concerning the various possible manifesta- 
tions of neurasthenia. The chief point, from the 
operative standpoint, he said, was the past history. 
He felt that he voiced a general sentiment in saying 
that gynecologists of experience looked upon the 
operation of the removal of the ovaries as one of 
the gravest that could be performed. Unfortu- 
nately, there were frequently cases of young women 
of 20 or 23 years of age suffering with double 
pvosalpinx, and here the surgeon could only follow 
the one course open to him, in the removal of the 
organs. Such cases, he said, in many instances, 
drifted into the hands of the neurologists, and there 
was frequently formed an unjust prejudice against 
the operation or the operator on account of the 
post-operative sequelae. Under the stress of path 
ological conditions, however, the gynecologist had 
been forced to intervene. A large proportion of 
these cases, however, after having passed through 
a stormy premature menopause, regained to a 
considerable extent their nervous equilibrium, and 
might complete a very satisfactory life-work. 
Happily, the day for the removal of ovaries on 
symptomatic grounds had passed, and the man 
who exhibited, as had been done in the past, speci- 
mens of ovaries at society meetings, which are 
vaguely classed as cystic or sclerotic, would lay 
himself open to the severest condemnation. 

Dr. Clark believed that the gynecologists were 
greatly indebted to the neurologists for pointing 
out the radical difference between hysteria and 
neurasthenia. Gynecologists, as well as other 
surgeons, he believed, also had been able to render 
a reciprocal service by demonstrating the value of 
operative treatment in the proper classes of neuras- 
thenics. 

Dr. CHARLES P. Nose thought that the major- 
ity of gynecologists believed that neurasthenia and 
hysteria existed, not only independently of trouble 
in the pelvis, but concomitantly with it. He 
believes firmly in the existence of reflex disorders, 
and has seen many cases of return to health after 
the correction of some pelvic condition. With 


this one exception, he was in hearty accord with all 
the neurologists had said, upon general principles. 
It was his opinion that the gynecologist should deal 
with a patient with neurasthenia or hysteria asso 
ciated with pelvic disease as he would deal with an 
insane patient presenting these disorders. If the 
pelvic condition threatened the patient's life, it 
should be corrected. It would then be easier to 
solve the question of any remaining difficulty. 
The manner of dealing with such patients depended 
upon the financial circumstances of the patient. 
It was Dr. Noble’s experience that there was no 
way in the city whereby a neurasthenic in poor 
circumstances could be treated by the rest cure. 
In the few places where they could be admitted, 
they received no benefit in the general wards. 

He thought the cases mentioned by Dr. Hirst 
were those of ill-developed nervous systems, rather 
than of neurasthenia. He had sent a number of 
such cases to the late Dr. Harrison Allen, who had 
desired to study them from his standpoint, and 
defective physical development was present in all, 
indicating defective nervous systems as well. 

Regarding the treatment of patients with nervous 
symptoms, Dr. Noble disapproved of local treat- 
ment for functional symptoms without local lesion 
in young unmarried women. He believed that 
there were instances of lives ruined by these voung 
women becoming tied to physicians’ offices and 
developing psychoses with regard to their sexual 
organs. 

Dr. WILLIAM E. ASHTON referred to true neuras- 
thenia and to the conditions of nervous dependent 
upon local lesions, and thought that until the 
neurologist could positively differentiate between 
neurasthenia and neurasthenoid conditions it was 
unnecessary for him to consult with the surgeon. 
He thought no neurologist was justified in placing 
such patients in rest cures without knowing the 
condition of the pelvic organs. While he did not 
believe that a diseased pelvic organ produced essen 
tial neurasthenia, he did hold that a large number 
of women not benefited by rest cures were after- 
wards permanently cured by operation for some 
gross pelvic lesion. He emphasized the fact that 
unless the actual condition of the pelvis were 
known the patient should not be treated in a rest 
cure. Dr. Dickinson’s statistics — so many cases 
of mucocystic conditions of the ovaries, so many 
of neurasthenia — he said, did not interest him, 
any more than did the question of what the victims 
of apoplexy had in their pockets at the time of 
seizure, and thought that such detail was irrelevant. 
In neurasthenic or pseudoneurasthenic cases he 
believed that, in the presence of gross pelvic lesions, 
operation should be done for a cure, whether or not 
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the neurologist is certain of the diagnosis. In 
operation for a cure, the operation should be care- 
fully considered. He believed the removal of 
enlarged cystic ovaries in a neurasthenic woman 
was not wise. The resection of the diseased por- 
tion alone allowed the possibility of pregnancy 
and the retention of menstruation. He thought 
that if the neurasthenoid cases with gross pelvic 
lesions which were operated upon and not cured 
could, after leaving the general hospital, go to Dr. 
Dercum’s rest cure —as they could, if they had 
the means — results would be obtained where, at 
present, there are absolute failures. 

Dr. J. Mapison Taytor thought that, in the 
consultations of the gynecologist and the neurolo- 
gist, little would be left for the general practitioner 
to do. He thought that, in the cases showing 
arrested development, good results would be 
secured as opportunity were given for better devel- 
opment. 

Dr. Dercum remarked that he thought it well 
known that visceral conditions must play only a 
secondary réle in neurasthenia. 

Dr. Dickinson, in closing the discussion, said 
that it was only in Philadelphia that mention of a 
sanitarium meant a rest cure, and a city rest cure. 
The country sanitariums to which he had reference 
taught the patient exactly that which Dr. Baldy 
had indicated, outdoor living and the balancing 
of the muscular system against the nervous. 

With reference to Dr. Dercum’s statement that 
the fatigue neurosis was the pathological explana- 
tion of neurasthenia, he said he had tried to specify 
that the conditions he had grouped belonged to the 
cases of long standing. Such had been living for 
years under the high tension which might be called 
Americanitis.”” This caused definite alteration 
in the blood-vessels. In certain women there were 
chronic vascular changes in the pelvic organs. 
This, he said, was the only common heading under 


SURGERY, GYNECOLOGY AND OBSTETRICS 


which he could group the most of these pelvic 
conditions. 

Regarding the ill development of the pelvic 
organs, he had carefully ruled out the congenital 
cases, referring rather to those acquired; women 
originally strong and vigorous, who, through long 
years of attendance upon an invalid or other strain, 
had come into this condition of fatigue and vessel 
change. 

In the matter of the operation, it should never 
be forgotten that the shock of the operation might 
give rise to an increase of the severity of the nerve 
exhaustion in no small number of cases. This he 
considered a grave and definite danger, and said 
that each risk should be carefully weighed. He 
thought that in this respect the women physicians 
could teach much, owing to their greater knowl- 
edge of the surroundings and home conditions of 
their patients than that of the surgeons. 

Since there was no positive knowledge of what 
the healthy ovary was, and owing to the little 
opportunity of studying it, he had made certain 
groupings of the minor abnormalities and qualified 
each group. 

Referring to Dr. Clark’s mention of Charcot’s 
point, particularly on the left side, he urged that 
in every patient complaining of left-sided pain and 
tenderness, the rectum be examined. In a large 
majority this examination would show congestion 
or varicosity and chronic sigmoiditis. 

He quoted Kroenig as saying that between the 
neurasthenic state and pelvic disease there was no 
causal relation. Dr. Dickinson thought that 
operations lacking good antecedent and _subse- 
quent histories were poor material on which to base 
conclusions. Regarding the ‘‘horsewhip ” treat- 
ment, he said he had laid particular stress upon the 
advantages of outdoor life. As that was his last 
word in the paper, it was his last word in discus- 
sion. 
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HYPERNEPHROMA RENIS. Kuzmik. 

Kuzmik, in reporting three cases from Reczey’s 
clinic in Budapest, reviews the literature up to 
about February, 1905. His three cases illustrate 
the characteristic clinical picture of hyperneph- 
roma. All patients were over fifty years of age; 
in two, hematuria of recent date was the only 
symptom. The patients were unaware of the 
kidney tumor first palpated at the examination. 
One of these patients remained well five years 
after the operation; the other died of nephritis 
eighteen months after the operation, without re- 
currence. In the third case, the patient had been 
aware of the tumor for three years, but sought 
the advice of the clinic because of hematuria and 
intense pain referred to the sacral region, which 
had been present two months. In this case the 
tumor was more fixed, and at operation it was 
found that the tumor had infiltrated into the renal 
vein, and at the autopsy metastases were found in 
the bones, lung, and the opposite kidney. Metas- 
tasis to the opposite kidney in malignant hyper- 
nephroma is rather unique. Kuzmik was able to 
find but two other cases in the literature. He 
illustrates in the gross and microscopic the first 
two cases, which may be considered relatively 
benign forms of hypernephroma, and gives the 
microscopic illustration of the third case, which 
is an example of the most malignant form of this 
interesting group of tumors. 

He calls attention to the fact that hyperneph- 
romas are border-line tumors, between benign and 
malignant neoplasms. They arise from areas of 
adrenal tissue present in the cortex of the kidney. 
Grawitz was the first to call attention to their 
presence, after his observations on autopsies. As 
these tumors are characterized by lipomotaus de- 
generation, they were first called lipoma, although 
histologically one finds the structure of the cortex 
of the adrenal gland. As the tumors grow, they 
show a tendency to hemorrhage and other cellular 
changes that produce a change in the histological 
picture, and for this reason there has been much 
discussion, dispute, and different nomenclature 
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for tumors that now must be considered as arising 
from aberrant adrenal tissue. At the present 
time, these tumors are all called hypernephroma 
renis, a term which describes their origin, but not 
their histological appearance. Of the latter there 
is a great variability. It is rather interesting to 
note that Grawitz states that he found these em- 
bryonic nodules of the adrenal gland in the kidney 
at autopsies at least once a week, and Schmoral 
observed them in fifty per cent of his autopsies. 
Of couse it is to be recollected that these islands 
of misplaced embryonic tissue may never grow. 
Renewed activity is only observed late in life, 
usually after the age of forty-five years. Rupprecht’s 
observation of a large hypernephroma in a child 
two and a half years of age is unique. The tumors 
are usually present in the upper pole of the kidney, 
and when found early in life at autopsies, are not 
larger than a small seed or lentil. One, therefore, 
must search carefully for them, or they will be 
overlooked. Histologically, the smaller tumors 
contain the cortical tissue of the adrenal body 
only, while the larger contain both the cortical and 
marrow tissue. When the tumors begin to grow, 
they seldom give symptoms until their size attracts 
the attention of the host. In ninety per cent of 
the cases, however, hamaturia is observed on one 
or more occasions before the tumor can be palpated. 
The hematuria is characterized by worm-like 
blood coagula, which represent ureteral casts. In 
some instances the hematuria has been present 
six, eight, and ten vears before the appearance of 
the tumor. Hematuria, therefore, must be con- 
sidered a distinct evidence of a new activity in the 
aberrant adrenal tissue which later will produce 
atumor. Forthis reason it should be an indication 
for exploration. 

If there is no hematuria at the time of the exami- 
nation, and no explanation for the hemorrhage 
observed previously in the urethra or bladder, the 
majority of authorities at the present time consider 
exploration of both kidneys justifiable. Now and 
then a feeling of tension experienced by the patient 
indicates which sides hould be explored first. Deep 
palpation after Israel’s method sometimes makes 


241 


ch 
> 
i 
1 
3 
» 


242 


out the small tumor in the upper pole of the right 
kidney. In the growth of the tumor there is no 
uniformity. In Hansemann’s case, a woman of 
sixty, a tumor had been present fifteen years, with- 
out evidence of rapid growth; then in a few months 
there was rapid growth, associated with continuous 
hematuria, and death from exhaustion. The 
tumors, when palpable, are nodular; some of the 
nodules hard, others are soft. In their gross ap- 
pearance, one sees in the kidney gray nodules of 
various sizes separated by connective tissue. How- 
ever, owing to hemorrhage, various forms of fatty 
and colloid degeneration, and cell proliferation, 
the surface appearance may assume a_ mottled 
picture of various colors, and not infrequently 
there are cysts. The areas of fatty degeneration 
are characteristic. The tumor always has a cap- 
sule which is rarely perforated. Outside of the 
capsule we find the kidney which, according to the 
size of the tumor, shows degrees of pressure atrophy 
and interstitial nephritis. The malignant tumors 
may destroy the entire kidney, grow into the vessels, 
and give metastasis. The smaller and_ strictly 
benign tumors show, histologicaly, the cortical 
tissue of the normal adrenal gland. 

Kusmik recommends lumbar incision and ex- 
traperitoneal removal of the kidney, and urges 
that it should be removed with its fatty capsule. 
In malignant tumors this capsule may be infil 
trated and lead to local recurrence if any part be 
left. — Beitriige sur Klin. Chir., 1905, vol. xlv, p. 185. 
C. BLoopcoop. 


CONTRIBUTION TO THE CLINIC AND PATHOLO 
GICAL ANATOMY OF HYPERNEPHROMA. Albrecht. 


This paper was presented before the thirty 
fourth German Surgical Congress in 1905. It 
is based upon 27 cases which Albrecht calls ma 
lignant hypernephroma. He states that the ex 
amination of the urine for the presence of tumor 
cells was negative, and that in some instances it 
Was Necessary to explore both kidneys to ascertain 
which one was the seat of the disease. “There were 
23 nephrectomies, with 8 deaths; a much larger 
mortality. that) Kroenlein’s 23, with one death. 
Eight other patients died later, of local recurrence 
or metastasis, one patient died of tuberculosis, and 
one was lost track of. Five patients are living, 
four, five, and three cases, three years since opera 
tion. Albrecht’s communication is of interest 
chiefly on account of his experience with bone 
metastasis and the late manifestations of metas- 
tasis after operation. In four cases a single bone 
metastasis was the first symptom of the disease. 
Two were autopsy cases. In one case the metas- 
tasis to the scapula was excised, and the patient 
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has remained well so far, eighteen months after 
operation. In another instance the metastatic 
area in the occipital bone showed ossification. 
This so-called osteoplastic carcinosis has been de- 
scribed by von Recklinghausen in metastatic bone 
foci from carcinoma. As to late recurrences after 
operation, Albrecht reports one eight years and 
one twenty-five years after operation. Lung and 
gland metastasis are not uncommon. Dr. Charles 
L. Scudder of Boston has recently informed me 
that he operated upon a single bone tumor in the 
upper end of the humerous which proved to be a 
hypernephroma. These observations demonstrate 
that we must always bear in mind, in operating on 
bone tumors, the possibility that they may be 
metastatic, from an unrecognized carcinoma of 
the prostate, thyroid, or a hypernephroma. I 
have recently received a specimen of a tumor from 
a metacarpal bone which, histologically, suggests 
an adenocarcinoma metastatic from the prostate.— 
Centralblatt Chir., t905, vol. xxxii, p. 112. 
Joseru C. BLoopcoop. 
Tumors OF THE KIDNEY. Kréonlein. 
Kronlein’s report covers the experience of twenty 
years, during which time there have been 79 neph 
rectomies for lesions of the kindey: 43, over half, 
for tuberculosis of the kidney, with but two deaths. 
At the same time there were 23 nephrectomies for 
tumors of the kidney, with but one death. The 
remaining 13 operations were performed for hydro- 
nephrosis, pyonephrosis, and other inflammatory 
lesions. This contribution is concerned chiefly 
with tumors, and it is interesting to note that up 
to 1901, only four years ago, all these tumors were 
called carcinoma, since which time they have been 
diagnosed hypernephroma or sarcoma. In con- 
sidering these tumors he considers chiefly the hyper- 
nephroma, and is not willing to commit himself 
definitely as to its malignancy. He calls attention 
to the now well-known fact that the hyperneph- 
roma may develop, but causes no symptoms which 
attract the attention of the host until the tumor 
has reached a sufficient size to be palpated as an 
abdominal tumor. During this time there is no 
apparent effect on the general health of the patient. 
There is one significant symptom which should 
always be carefully investigated — hematuria. It 
Was present in 16 out of his 20 cases. It may be 
observed at any time during the course of the 
disease, usually before the appearance of the tumor; 
the hematuria may be present as a single instance, 
or there may be repeated attacks. In cases of 
hematuria, a most careful investigation should 
be made to ascertain from which side the bleeding 
takes place. He does not commit himself to sug- 
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gest an exploration of the kidney for hematuria 
only. He states that in two of his cases Guyon’s 
symptom was observed. This is the rapid appear- 
ance of a varicocele, which he explains as due to 
compression by the growth of the spermatic vein. 
As to operative intervention, Krénlein prefers 
the lumbar incision with extraperitoneal excision 
of the kidney tumor. His experience with the 
curability of these tumors records 2 cures among 
the old cases diagnosed carcinoma 20 and 5 vears 
after operation, and 3 among those diagnosed 
hypernephroma 11, 234, and 2'% years after opera 
tion, and one case, a polycystic tumor of the kidney, 
remained well 634 vears. Krénlein mentions no 
observations of bone metastasis.—Centralblatt /. 
Chir., 1905, XXxii, p. 1022. 
Josern C. BLoopGcoon. 


COLLECTIVE REVIEW OF AcUTE DILATA 


TION OF THE STOMACH. Neck. 


In this collective review there are 64 cases. 

Neck, in his study, considers the condition from 
the findings at autopsy, from the experimental 
work, and from the clinical picture. 

There are on record at least 44 autopsies. In 
the majority of cases the findings in the abdomen 
have been pretty uniform: a large dilated stomach, 
extending almost to the pubes, a dilated duodenum 
up to the mesentery, contracted small intestines, 
which were situated chiefly in the small pelvis, 
patent pylorus, no evidence of peritonitis, few if any 
adhesions, no ulcer of the stomach. If, at autopsy, 
the small intestines are lifted out of the pelvis and 
traction relieved on the mesentery and its artery, 
the contents of the duodenum and stomach pass 
into the contracted jejunum to the left of the 
mesentery. 

This is the usual finding at autopsy. There 
have been some variations. In three cases, at 
autopsy, the stomach was contracted. In these 
instances there was every evidence, clinically, 
before death, of its dilatation. In all cases the 
obstruction has not been below the mesenteric 
at the junction of the duodenum and jejunum; 
there are a few unique instances of obstruction 
lower down. In a few cases, some other portion 
of the duodenum has been the seat of a kink; in 
these, always associated with adhesions. In a 
few additional cases, the obstruction has been at 
the pylorous, and always associated with adhe 
sions. If the pylorus is fixed by adhesions to the 
liver, any sudden acute dilatation of the stomach, 
by producing traction on the fixed pylorus, will 
close the opening and cause a complete obstruction. 

The wall of the stomach is usually thin. This 
indicates a chronic dilatation of the stomach; in 
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only four cases was it noted as normal. The 
mucous membrane of the stomach has shown 
various stages of congestion, with areas of hemor 
rhage, superficial necrosis, and hemorrhagic in 
farcts. None have shown a definite ulcer, and in 
only one case (KGrtel) was there a perforation. 

In only three instances has a microscopic ex 
amination of the wall of the stomach been made. 
In one, the muscle was normal; in two, thin; in 
all three there was infiltration of red-blood cells 
and leukocytes. 

This thinning of the wall found in the gross and 
microscopic examination indicates a rapid dila 
tation. 

In only a few cases has the wall of the duodenum 
at the position of the obstruction by the mesenteric 
artery been studied, and in only one were definite 
changes made out. These consisted of extravasa 
tion of blood and leukocytes and evidence of 
necrosis. 

Neck found that the details in many of the 
autopsies were incomplete. This may explain 
some of the exceptional findings. In the future 
one should be very careful not to lift the small 
intestines from the pelvis until the duodenojejunal 
junction beneath the mesentery has been examined. 
Careful microscopic studies of the wall of the 
stomach and the duodenum should be made. 

In his review of the experimental work, the con 
tribution of Kelling of Dresden is most carefully 
considered. As this is the most recent contribu 
tion on this subject, and contains, practically, a 
discussion of all the literature mentioned by Neck, 
it will be considered in a separate review, to follow 
this. 

Neck adds nothing to the clinical picture to that 
already given in the previous review of Zade’s 
article. (SURGERY, GYNECOLOGY AND OBSTETRICS, 
December, 1905.) 

The importance of a careful examination before 
operation is brought out by the fact that many of 
these cases, according to the histories taken, give 
no suggestion of previous gastric symptoms. At 
the operation a careful inspection should be made 
of the stomach if it is exposed. 

Acute dilatation of the stomach has been most 
frequently observed after narcosis and in operations 
upon the abdomen. In some cases there are an 
atomical defects of the stomach and duodenum; 
in a few, prominence of the vertebra from scoliosis 
or lordosis. 

Of the 64 cases, 47 died from a few hours to 
thirteen days after the beginning of the acute 
symptoms; 17 patients recovered. None of these 
were subjected to secondary operation. The prin 
cipal point of treatment was irrigation of the 
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stomach by the tube. Good and bad results have 
followed Schnitzler’s elbow-knee position, recom- 
mended by Zade. Neck prefers the position on 
the back with elevated pelvis. Neck is also of the 
opinion that the bad results of the operative inter- 
vention were due to the fact that is was instituted 
too late. He recommends a gastroenterostomy. 
Neck concludes with the statement that the con- 
dition is due to many causes, many of them un- 
known, but that in every instance dilatation of the 
stomach is the primary factor.—Centr.jiir die Grenz. 
der Mediz. und Chir., Aug., 1905, vol. vili, p. 529. 
Josepu C. BLoopcGoop. 


Upon STATISTICS AND TREATMENT OF CAR- 
CINOMA OF THE Breast. By Dr. Berthold 
Schwarz. 


The author summarizes the cases of mammary 
carcinoma that have occurred in the surgical clinic 
at Graz from 1896 to 1904. There were 286 pa- 
tients originally, but satisfactory data were ob- 
tained from only 186. Among the predisposing 
factors, heredity counted only in 4. The disease 
occurred between the ages of 20 and 75, but by far 
the greatest number developed between 4o and 50; 
gi of these patients were in the climacterium; 72 
per cent were married. The relation of the num- 
ber of births to the number of cases is interesting, 
in that the smallest number of cases occurred 
among those women who gave birth to the largest 
number of children, and vice versa. A history of 
trauma was elicited from 18 patients; 89 cases 
showed involvment of the right breast, 96 of the 
left, and in 1 both glands were attacked; 88 per 
cent of the tumors originated in the upper quadrant. 
Patients came to the primary operation, on the av- 
erage, 14 months after the onset of the disease, and 
of the fatal cases the lease of life after operation 
averaged 24 months. Twenty patients died from 
various causes soon after the surgical interven- 
tion. 
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Without local recurrences, there were the fol- 
lowing: 19 who remained (6.9 per cent) well 3 or 
more years after operation; 4 who died of inter- 
current diseases after 3 years; 8 who died of such 
maladies before 3 years; and 54 who died of metas- 
tases. Therefore, 85, or 45 per cent, had no local 
new growths; 81 had such recurrences. Opera- 
tions for recurrences were carried out in 33 cases. 
These local new growths appeared at varying in- 
tervals from 1 month after the operation to 64 
years, and most in the first year. Therefore there 
were 64 early and 17 late renewals, which, with fig- 
ures from other authors, average about g late ones 
in a hundred. 

Most of the metastases outside of the lymph 
nodes develop in the lungs and in the pleura. The 
author appends his cases with 6 cases with sec- 
ondary growths in the liver, 3 in the stomach, 2 in 
the lungs, and 1 in the brain, 1 in the spinal cord 
and 1 in the endocardium. 

Counting all patients living and well after the 
operation 3 or more years before, and also those 
that died of other diseases after 3 years, there 
is a percentage of 14.51 per cent of cure. This 
low percentage, compared with other writers, is 
explained by the involvment of the supraclavicu- 
lar glands in 36 cases. Kiittner, in all his cases 
of such magnitude, had no cure, and _ believed, 
therefore, that the operation is useless in such in- 
stances. Considering such cases inoperable, and 
disregarding them, the author has had a percent- 
age of 16.66 of cured ones. 

The author summarizes 45 cases operated upon 
according to the method of Rotter, Halsted, and 
Kocher, and finds only 4 cases cured after 3 years, 
—8.8 per cent. This low proportion after the 


radical operations is due to the gravity of the case 
at the start, and also to the fact that such proce- 
dures have been carried out in too few cases, and 
the three-year interval for some has not yet passed. 
— Beitrage zur Klinischen Chirurgie, bd. 46, 1905, 
S. 660. 
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Fic. 252.—Empryonic DispLACEMENT OF THE APPENDIX, WHICH IS BURIED IN ADHESIONS UNITING THE COoLic 
FLEXURE TO THE GALL-BLADDER, AND IS BOUND DOWN TO PRE-RENAL PERITONEUM. 


This picture is invaluable in explaining the oceasional association of appendicitis with cholecystitis and pye- 
litis. Autopsy December 2, 1901. J. G. col. wt. fifty-five. Carcinoma of stomach, metastases. (Three-fourths 
natural size.) 
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THE VERMIFORM APPENDIX AND ITs DISEASES. 
By Howard A. Kelly, A. B, M. D., and E. Hurden, 
M. D. With 399 original illustrations, some in 
colors, and three lithographic plates. Philadelphia 
and London: W. B. Saunders & Co. 1905. Pages 
xxii, 827. Price, cloth, $10 net; sheep or half- 
morocco, $11 net. 

Dr. Howard Kelly’s work on appendicitis, i 
shall say from the beginning, is a monumental 
one. It will stimulate and promote in the United 
States the well-known French and German mono 
graph, which endeavors to present a subject in 
the most elaborate manner. The author goes 
into the most minute details, and in doing so gives 
the facts in an impartial and chronological manner, 
excluding the conversational tone and argument 
of an occasional article of a medical magazine. 
It is, in other words, a classical, masterly work. 

Many have said, after seeing Dr. Kelly’s book, 
** What more can ever be said?” The Vermijorm 
A ppendix and its Diseases is, indeed, the encyclo 
pedia of appendicitis. 

Together with Dr. Deaver’s book on appendi- 
citis, these two works will be the permanent Ameri 
can works for general reference for both the in 
vestigator and general practitioner. 

A feature of the book, which is unique in the 
entire medical literature of any subject and of any 
country, is the appliance of art to medicine. This 
originated with Kelly’s splendidly illustrated work, 
Operative Gynecology. Throughout the 811 pages 
the reader travels along a remarkable series of 
pictures, which are both anatomically and artis- 
tically perfect. It is a real medical art gallery, 
and one can never tire of its perusal. 

The question has been raised whether or not 
artistic pictures are necessary or essential for the 
perfection of a medical work. The Latin poet, 
Horatius, in his advice to writers, says, ‘* The suc- 
cess of a writing is assured if the writer knows how 
to associate the utile cum dulce ’’; that is, the use- 
ful with the sweet; the useful with the pleasant. 

Dr. Kelly may have been ignorant of this advice, 
but his artistic nature forced him to associate the 
useful with the pleasant; he has succeeded with 
his writing just because of this fortunate associa- 
tion of the strictly scientific with the artistic. Dr. 
Kelly can, rightly, be considered the promoter of 
the appliance of art to medicine. 
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The full-page plate furnished to SURGERY, GyYN- 
ECOLOGY AND OBSTETRICS as an insert by the pub 
lishers of Dr. Kelly’s book as an illustration of the 
artistic work of the publication, which appears at 
the beginning of this review, represents an em 
bryonic displacement of the appendix, which is 
buried in adhesions, uniting the colic flexure to 
the gall-bladder, and is bound down to prerenal 
peritoneum. Kelly states that * this picture is in 
valuable in explaining the occasional association 
of appendicitis with cholecystitis and pyelitis.””. We 
give it as a type of Kelly’s pictures. This, I am 
sure, will be enjoyed by those who have not had 
the opportunity of seeing Kelly’s book. 

Personally, I am in favor of illustrations. They 
explain obscure and complex anatomical relations; 
they talk better than the most comprehensive text. 
To be sincere, however, I would say that I hold 
the middle between the artistic and diagrammietic. 
Nothing hetter can emphasize a surgical detail or 
procedure, nothing better appeals to the compre 
hension and taste of the surgeon, than a good 
picture. This, I repeat, must not necessarily be 
artistic, nor do | think that it should be negligently 
sketched or too diagrammatic. 

The book begins with a chapter on history. It 
is surprising to see that while the anatomy of the 
appendix has been studied for the past century, 
the appendix as the seat of a primary disease, as a 
primary morbid entity, has not been considered 
until the beginning of the nineteenth century. Look 
ing backward, one can scarcely comprehend how 
a so-called intelligent profession was so slow in 
accepting the overwhelming force of numbers and 
facts which could not be altered by theory or 
speculation. 

I am pleased to note that Kelly enters into the 
discussion of priority. Thomas G. Morton of 
Philadelphia and Sir Frederic Treves claim to be 
the first to have removed the appendix in 1877. 
According to Kelly, the priority of diagnosing and 
operating for appendicitis goes to Krénlein of 
Germany, who in 1884 removed an appendix after 
the advice of Mikulicz. In 1885, Symonds of 
England, and in May, 1886, Hall of New York, 
diagnosed and successfully removed an appendix. 
He also calls the attention to the remarkable article 
of Fitz of Boston, who was the first to advocate 
early operation for appendicitis in 1886. I am 
sorry to see that Kelly has omitted a remarkable 
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article of Kraft of Lusanne, Switzerland, who re- 
ports in Volkmann’s Vortrége, in 1888, several 
cases of appendectomies. The latter prefers to 
call the affection perityphlitis. In my opinion, 
his paper was the most masterly and most able 
paper of his time. A paper on the subject of 
perityphlitis was read by me before the Chicago 
Medical Society, November 4, 1889, and later pub- 
lished in Park, Davis, & Co.’s publication. On 
March 2, 1889, I performed the first appendectomy 
ona scientific basis. As far back as 1890 I was an 
ardent advocate of early intervention in appendi- 
citis, as can be seen from my article entitled ‘Early 
Operation in Perityphlitis,” February 26, 1890, by 
Ik. W. Lee and J. B. Murphy. 

Here is the place to say that, of the voluminous 
literature on appendicitis, practically 99 per cent 
can be entirely ignored, leaving only the epoch. 
making articles of Kroénlein, Kraft, Fitz, Bull, 
Sand, McBurney, Roux, Sonnenburg, and a few 
others. 

From Kelly we learn, and this is very flattering 
to us Americans, that Germany and the United 
States have the lead in the early recognition of 
appendicitis. While Germany deserves credit for 
the recognition of the underlying anatomical 
changes, to America should be given the whole 
credit of forcing the surgical practice to its present 
high standard as a life-saving procedure 

Anatomy. Embryology. The embryology and 
comparative anatomy, especially the former, are 
presented in a very elaborate manner, and it seems 
to me one of the most magnificent chapters of 
Kelly’s work. 

The descent of the ileocecal apparatus, the re 
lation of the appendix to the peritoneum, the 
appendiceal and cecal folds and fossie, the ileo- 
cweal valves, are magnificently exposed, both pic 
torially and verbally. 

The collection of embryos reported in the book 
of Mall and Brédel is the best I know of. 

The anatomy shows the position of the appendix 
and its topographical relations to other organs. 
No text-book can ever succeed in better describing 
the variations and positions of the appendix than 
the diagrammatic picture on page 127. It should 
be in the mind of every surgeon, and especially of 
that of an occasional surgeon. As Kelly says, 
the abnormal position of the appendix is due to 
two causes: t. An abnormally long and free mes- 
entery; and 2. Arrested foctal development. To 
these I will add its inflammatory fixation. 

Histology. The splendid picture represented in 
Fig. 112, and the explanatory text accompanying 
these pictures, are sufficient to teach the histology 
of the appendix. 
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The question of obliteration is well treated by 
Kelly, who, after exposing the various opinions, 
concludes that both involution and repeated acute 
morbid processes lead to obliteration, which is 
exactly the position I have always held. 

The blood-supply is splendidly represented in 
Fig. 120. The vascularization of the various coats 
of the appendix, and that of the meso-appendix, 
has never been better illustrated by any anatomist 
or any anatomical artist. 

The chapter on lymphatics begins with a de- 
tailed technique of injecting lymphatics which. can 
serve as a guide to every anatomist interested in 
the technique of injection of lymphatics. The text 
and pictures (Figs. 141, 142) elucidate the question 
of the direction of the lymph-stream. A single 
glance at those pictures will dispel any obscurity 
on the subject. 

Considering the question of lymphatics in the 
meso-appendix, Kelly denies the existence of 
lvmph-nodes in this structure. Not long ago I 
had a case of an appendix, the size and shape of 
which was that of a large sausage. The same 
was a mucocele of the appendix, due to oblitera- 
tion of the proximal end. The meso-appendix 
contained a large nodule, which proved, micro 
scopically, to have the structure of a lymph-node. 
1 mention this case without drawing any conclu 
sions, because it is my only observation of a lymph- 
node in the meso-appendix. 

The question whether the appendix has or has 
not a physiological function is not settled by Kelly. 
I believe that the appendix has no or a very insig 
nificant function; it has no other function than 
that of the caput coli, which it closely resembles 
histologically. In order to settle the question of 
physiology of the appendix, Kelly suggests that the 
organ should be studied by making an abdominal 
fistula similar to the procedure of Pavloff of gastric 
fistula in the abdominal wound. 

Natural History. The classification of appen- 
dicitis, in acute and chronic, is, from a clinical 
standpoint, a good classification. ‘* For the sake 
of convenience,” as Kelly says, this classification 
is sufficient, and answers for all practical purposes. 
In this chapter he passes in review the tubercular 
and malignant conditions of the appendix. A 
very important observation, and a point which I 
have repeatedly emphasized and demonstrated in 
my clinics, is that micro-organisms may escape 
through the walls of the appendix without any 
perforation being present, and enter the peritoneal 
cavity, and I am very glad to see that Kelly has 
made the same observation. ‘This is especiaily the 
case with the streptococcus and not the case with 
staphylococcus. The tubercle bacillus can also 
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escape through the walls of the appendix and pene- 
trate the peritoneum. 

The unusual complications of appendicitis, as 
phlebitis and thrombophlebitis, gangrene of the 
appendix, and abscesses in distant organs, are well 
treated, and cleverly and anatomically explained 
by the current of blood and lymph stream. I shal! 
call special attention to plate 156, which beautifully 
illustrates the case of suppurative thrombophle- 
bitis of the mesentery veins (pylephlebitis). Con- 
sidering the adhesions, Kelly states that at the 
Boston City Hospital and Johns Hopkins Hospital 
the ratio of adhesions in autopsy cases varies be- 
tween 8 and 62 per cent and 12.5 per cent. It is 
certain that the presence of adhesions about the 
appendix is an evidence of previous inflammatory 
processes. I have frequently seen, however, cases 
where the mucosa has been destroyed, one half or 
one third of its surface, without any periappendi- 
ceal adhesions. This must lead to the conclusion 
that the appearance of the appendix from an out- 
side inspection and its relations to surrounding 
organs cannot suggest to us the degree of previous 
disease or the pathologic state of the mucosa. ‘This 
shows that, in case of destruction of the mucosa 
without any adhesions around the appendix, it is 
due to the limitation of the inflammatory process 
to the appendix itself, or that fibrinous adhesions 
have been absorbed. 

Bacteriology. The experience of Kelly is that 
in a majority of cases, bacillus coli communis is 
found in about 86 per cent of cases; streptococcus 
was found in about 16 cases of 100 that were in- 
vestigated. Other bacteria, as bacillus lactis 
aerogenes, proteus vulgaris, gas bacillus of Welch, 
have occasionally been found. In my investiga- 
tions colon bacillus is most frequently found in the 
appendix, but streptococcus and staphylococcus are 
not strange guests of the lumen, especially in the 
periappendiceal abscesses, and suppurative peri- 
tonitis. Dr. Kelly’s bacteriological findings do not 
represent the findings of the average surgical 
practitioner, because he had in that practice less 
experience with acute virulent cases. 

The opinion of Dr. Kelly, that bacteria found 
in inflammatory conditions of the appendix are 
present in the normal intestinal tract in all cases, 
is correct. The inoffensive bacillus coli communis 
may become virulent under tension. The strep- 
tococcus may live in the appendix in a semi- 
pathogenic state and become virulent by an ex- 
citing cause. The element of retention and tension 

is of primary importance in the causation 0 in- 
fection. 

Pathology. Kelly’s experience is based on nine 
hundred cases from the gynecological and surgical 
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rooms of the Johns Hopkins Hospital, also on 
post-mortems. He correctly states that “a classi 
fication of various forms of inflammation of the 
appendix is somewhat difficult, for there is no 
definite line dividing one from another.” His 
division is satisfying, and is as follows: 

Acute appendicitis; 

Subacute and chronic appendicitis; 

Peritonitis; 

Metastatic affections. 

* Acute appendicitis may be divided into the 
following groups ” 

a. Catarrhal; 

b. Diffuse; 

c. Purulent; 

d. Gangrenous; 

e. Perforative. 

I thought that I had exhausted all of my super 
latives when commenting on the pictures of Kelly's 
work. I see, however, that I must again call at 
tention to the most beautiful colored plates on 
pages 271 and 283. 

The relation between the etiology and patho 
logical anatomy, or between symptoms and under 
lving anatomy, is mentioned by Kelly, but not 
emphasized forcefully enough. It is always my 
practice to call attention, at my clinics, to the 
relationship between symptoms and pathology. 

In reference to pathology, I wish to call attention 
to the removal of so-called * normal appendices.” 
It has been erroneously said that normal appendices 
have been removed in cases where diagnosis of 
appendicitis was previously made. prominent 
surgeon once made the remark that he had seen 
several normal appendices removed in one morning 
and in a single amphitheater. In reference to this 
remark, I wish to state that an appendix from four 
to ten weeks after the acute inflammatory process 
can be restored to its normal gross appearance; 
the microscope being the only means of demon 
strating the previous existence of lesion. This 
has led to many misrepresentations and many 
erroneous observations when the appendix has 
been removed in the interval. It cannot be too 
forcefully impressed, the restorative properties of 
the appendix, after inflammation, returning to 
almost normal appearance. In the last year and 
a half I made it a point that my pathologist should 
examine with great care every appendix. Consulting 
my pathological records, I have found that in 
about ten per cent of the appendices for which the 
pathologist, in his description, has chosen the ex 
pression, ** Almost normal appendix,” the micro 
scopical records read either ** Round-cell infiltration 
of the mucosa,” or ** Marked round-cell infiltra 
tion of the mucosa,” or ‘“* Miliary abscesses in the 
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mucosa and submucosa,’’ or ‘“* Hemorrhage of the 
mucosa and submucosa,” or even “‘ Disappearance 
of mucosa,” “ Thickening of the muscularis and 
thickening of the vascular coats.” 

Symptoms of Acute Appendicitis. I feel that 
Kelly is not sufficiently precise and forceful in 
enumerating the symptoms and their order of oc- 
currence when he says, ‘‘ The early symptoms may 
include pain, tenderness, rigidity, muscle spasms, 
nausea, vomiting, and constitutional disturbance; 
distention and tumor may also be present. The 
time at which these symptoms appear, however, 
is variable, and some of them may never occur 
at all.” 

In my experience, the symptoms, in order of 
their occurrence, are, first, pain in the abdomen, 
sudden and severe, followed by nausea or vomiting, 
general abdominal sensitiveness, elevation of tem- 
perature, beginning from two to twenty-four hours 
after the onset of pain. These symptoms occur, 
almost without exception, in the above order, and 
when that order varies, I always question the diag- 
nosis. 

Tem perature. The element of temperature has 
not been powerfully emphasized by Kelly. In 
my experience, temperature in acute appendicitis 
must always be present. Furthermore, and _ this 
is very essential, it never precedes the pain. In 
my two thousand cases it was always present in the 
early stage of acute appendicitis. In one case, 
where no temperature had been present in the 
first thirty-six hours of the attack, I have refused 
to operate on the patient, although she was on the 
operating-table and my scapel was ready to incise 
the abdomen. By manipulation under anesthetic 
I was able to displace the tumor, taken for an 
appendiceal tumor, and the same proved to be 
an acute traumatically displaced kidney, the history 
of which had been concealed by the child. 

Typhoid of the Appendix. The chapter on 
typhoid of the appendix is well treated. We be- 
lieve the appendix is more frequently affected by 
typhoid ulcers than its neighbor, caput coli, and 
this is due to greater possibility of retention of 
micro-organisms in the appendix than in the caput 
coli. While Ido not consider leucocytosis of very 
great value in appendicitis, it is of clinical value 
in the differentiation between acute appendicitis 
and typhoid appendicitis. Where the temperature 
alone precedes the pain for a day or two, or even 
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three days, then I am always fearful that it is 
typhoid fever, with a typhoid ulcer in the appendix. 

Concerning the technique of abdominal incision, 
Fig. 240 is very instructive, and one can in a few 
minutes pass in review the history of abdominal 
incisions for appendicitis. 

Drainage. Of course, drainage is indispen- 
sable in every septic case. And this holds true 
even in a case where the appendix has not been 
perforated, but surrounded by septic products. 
I believe that in the presence of pus a gauze drain 
alone should never be relied upon. 

As far as the lifting and handling of the intes 
tines is concerned, I do not hesitate to say that 
is a very undesirable procedure. The attempt 
made by some surgeons to free the peritoneal cavity 
from septic products by lifting and manipulating 
the intestines is unnecessary, and, furthermore, 
dangerous. I am a strong opponent of any ma 
nipulation of the intestines. I am also a strong 
opponent of lavage of the peritoneum, not to speak 
of the injection of alcohol directly into the abdomi- 
nal cavity. I repeat what I have said in my last 
article on appendicitis: ** I am convinced that the 
great mortality which has been reported of opera 
tions in the second stage have been, in a measure, 
due to excessive manipulation, sponging, flushing, 
etc.” 

Seguele. Kelly mentions the most frequent and 
the most remote and rare sequela. As far as 
hernia is concerned, it should be not more frequent 
in operation for appendicitis than for other types 
of abdominal operations in aseptic cases. Hernia 
will always be a frequent sequence in drainage 
cases. McBurney’s or McArthur’s incisions or 
incision through rectus muscle prevents the forma- 
tion of hernia in aseptic cases and gives the best 
results. 

I shall be remiss if I fail to congratulate the 
artists who illustrated Dr. Kelly’s book, on their 
artistic efficiency and most correct anatomical 
knowledge; their ability, indeed, deserves credit. 
In closing my review, I wish to say that if American 
medical literature could be more frequently honored 
with the publication of books of the type of Kelly’s 
Vermiform Appendix, European literature would 
no longer be envied, and European nations would 
experience the necessity of studying English, as 
we feel compelled now to study German, French, 
and Italian. Joun B. Murpay, M. D. 
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